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Sizth Edition Now available 


RINCIPLES OF MEDICAL STATISTICS 

By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 

Demy 8vo 314 + x 10s. 6d. net, plus 6d. postage 
Revised and enlaiged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling numbers). 

The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 
UNITED STATES OF AMERICA AND CANADIAN SELLING RIGHTS 
HELD BY OXFORD UNIVERSITY Press, INc. 

114, Fifth Avenue, New York, 11, N.Y., U.S.A. 


AREERS IN MEDICINE 
Edited by P. O. WILLIAMS, M.A. (Cantab.), M.B., 
B.Chir., M.R.C.P. 

With contributions from 49 eminent medical authorities 


Cr. 8vo 292 pages Price 15s. net, plus Is. 4d. postage 
This book outlines the particular qualities of mind, the type 
and amount of specialised training, required in each branch of 
the Medical Profession. 
** . . it should be in the hands of everyone who has to advise 
medica] students, and certainly should be consulted by every 
newly-qualified doctor.”—The Practitioner. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
[Ss THE MENTAL HOSPITAL 


Eleven articles reprinted from THE LANCET. 

A group of articles chiefly concerned with the value of active 
occupation and work for mental patients and the means whereby 
it is best provided. 

72 pages. Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 





Third Edition 
BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
Completely revised. 74 Chapters (11 new). 1594 Illustrations 
11 Colour Plates. 1568 Pages. Price £8 10s. net. 
H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 


PPPSABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 10d. postage 
“‘ This is a unique book in medical literature . . . it is filled with 


practical hints as to how to overcome the disabilities of the 
various diseases which are described. ’’—Practitioner. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


‘Ta LAW AND ETHICS OF DENTAL 
+ PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the Medica! Protection Society 


anc 
D. MORGAN, L.D.S. (Leeds) 
Formerly Deputy Dental Secretary of the British Dental 

Association 

Foreword by Professor Rk. V. BRADLAW, M.D.S. Dunelm, F.D.S., 
M.R.C.S. Eng. 

Professor of Oral Pathology, Durham University 
Director, Newcastle-upon-Tyne Dental Schoo] 





Expert guidance on the many problems which confront the 
dentist 


Demy 8vo 98 + viii Price 7s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 








two guineas. 





INDEX OF NEW PRODUCTS 


An Information Service on New Pharmaceutical Preparations 


To overcome the increasing difficulty of keeping up to date on pharmaceutical preparations ‘‘ The 
Pharmaceutical Jonrnal’’ has introduced an information service on new products used in medicine. 
The service provides such details as: Composition, Properties, Clinical Indications, Contraindications, 
Dosage, References to the Literature, Packing and Price. 
Subscribers for 1957 will receive all the cards as they are 
cabinet (inland subscribers only) and guide cards. 
new products have been dealt with, the information being kept up to date by replacement cards. 
New subscribers can receive all the cards issued prior to the current year for an additional fee of 
A cumulative index is despatched to all subscribers every year. 


Annual Subscription, Two Guineas 


THE PHARMACEUTICAL JOURNAL (Dept. N.P.), 33, Bedford Place, London, W.C.1. 


issued during the current year, a filing 


Since the service began in 1949 about 1000 
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Just common 


SENSE 





It is an old saying that one does 
not use a sledgehammer to crack 
a nut and the import of this 
simple statement applies equally 
to the use of modern drugs. It is 
unwise, for instance, to use 
powerful antibiotics in the treat- 
ment of infections which are just 
with 


as effectively controlled 


sulphonamides. Such injudicious 


therapy may result in systemic 
fungal infections, sensitization 
reactions, or the development of 
resistant strains of organisms and 
may preclude the use of these 
valuable antibiotics on occasions 
when their use is more specifically 
indicated. It is as well therefore 
that the sulphonamides be em- 


ployed first whenever an infec- 





“SULPHATRIAD’. 


trade merk 


COMPOUND SULPHONAMIDES 


brond 


THE SULPHONAMIDE PREPARATION OF. CHOICE 








An M&B brand Medical Product 
ti hy 
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pisrrravrors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 
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tion is known to be or is likely to be 
susceptible to these drugs, and to 
keep the more expensive and more 
powerful antibiotics in reserve to 
crack the harder “‘nuts”’. 


Detailed information is available on request 


SUPPLIES: 
0-5 gramme tablets and as a suspension. 
Each tablet or 3-6c.c. (approx. 1 teaspoonful) 
of suspension contains: 

Sulphathiazole 
Sulphadiazine 
Sulphamerazine 


tee ee 0-185 gramme 
sdabeananbieel 0-183 gramme 


0-13 gramme 


MANUFACTURED BY 
MAY & BAKER LTD 
MA3I9CS 
Yedda 


DAGENHAM ESSEX 
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YP Q V the easily written, easily remembered contraction for 


Acid-Stable ORAL Penicillin 


‘Distaquaine’ V 


trade mark 


Crystalline penicillin V, tree acid 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 


PPH 30A 56M 


DQV TABLETS 


SPEKE 


LIVERPOOL 19 


DQV ELIXIR 
DQV SULPHA 


TELEPHONE: HUNTS CROSS 1271 
owners of the trade mark *Distaquaine’ 











THE LANcE1 THE LANCET GENERAL ADVERTISER [Fes. 9, 1957 





For 40 years 


‘“EUPINAL”| © 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 





** Eupinal ’’ contains lodine and Caffeine combined in a most 
elegant and effective form. ,< 
In chronic Bronchitis “ Eupinal '’ softens the tough accumu- | interchangeable ' 
lated mucus in the bronchial tubes and allows it to be more barrels and 
readily expectorated. In Asthma it possesses a more ane 1 
markedly soothing effect, lessening the frequency of attacks | Can be sterilized ' 
and reducing thei i dd i d relievi ease | 
g their severity and duration, and relieving claving at 18 Ib ' 
breathlessness. ** Eupinal '’ contains no poison and is safe steam pressure. ' 
(120°C. ) \ 
1 

' 


Sizes: 2 ml, 3 ml, 
5 ml, 10 mi & 20 mi. 


NYLON 
SYRINGES 


A PRODUCT OF last longer 
CUXSi GINA po Dhasbert ppb ey 
OLDBURY BIRMINGHAM > ated a 


Phone : BROadwell 1355 Head Office: THE OLD MEDICAL SCHOOL, 
PARK STREET, LEEDS |! Tel. 20085 (5 lines) 


Also at 38 WELBECK STREET, LONDON W.! Tel. WELbeck 8152/3 


in use. 
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SUPPLIES OF THIS FOLDER 
ARE AVAILABLE FREE OF CHARGE 


“Reducing Your Weight” is a new and easily followed 
guide to diet for weight reduction, and includes some 
simple advice and a varied menu. The folder is designed 
for handing to the patient, whose name may be written 
in a space provided on the cover. 

Quantities of this folder are available free of charge to 
medical practitioners. For a supply, or a specimen copy, 
write to the Energen Dietary Service at the address below. 


The Energen Dietary Service, staffed by qualified diet- 
itians and under medical supervision, offers information 
and practical assistance in all dietary and nutritional 
problems. All services are free of charge, and practi- 
tioners are invited to apply for details. 

Available in the U.K. only. 
The Secretary 


ENERGEN DIETARY SERVICE 


25a, Bryanstone Square, London, W.1. Tel: AMBassador 9332 


VULUSUUUDUNEUOUAEUOO OREO UAREEEOCTUOAEEEEOEAETOA AGATE A OETA EDTA A AETU ATTA AEE 


5 
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to 











THE Lancer] THE LANCET GENERAL ADVERTISER (Fes. 9, 1957 





Furadantin™ | 
BRAND OF NITROFURANTOIN Th Bn 


in urinary tract infections 





Furadantin is an antibacterial compound for the oral treatment of urinary 
tract infections only. Therapeutic concentrations up to 400 mcg./ml. appear 
in the urine but blood and tissue concentrations are very small. The drug 
is effective against most organisms found in the urinary tract, including 
Proteus and Aerobacter, and some strains of Pseudomonas. 


Advantages 
e Oral administration e Broad antibacterial spectrum 
e Action confined to urinary tract e Only minor side-effects 


Furadantin (brand of nitrofurantoin) is available as tablets of 50 mg. in bottles of 25 or 250. 


Further information on the use of Furadantin, or Diagnostic Tablets for bacterial 
sensitivity tests, will be sent on request. 


DUNCAN, FLOCKHART & CO., LTD. 


16, Wheatfield Road, 4, Carlos Place, 
EDINBURGH, 11 LONDON, W.1 


% Furadantin is manufactured by a registered user of the trade mark under 
licence from the Norwich Pharmacal Company (Eaton Laboratories Division). 














throughout the world... 


The products of Lepetit are available in more than 100 countries 


Nisone 


prednisone 


Synthomycetine 


chloramftenicol 









this trade mark has been the 
guarantee of the purest products 





Pertranquil 


meprobamate 


Ambramycin 


tetracycline 


Plants & Laboratories 


Milan Goressio - Rome - Torre Annunziata - Buenos Aires - Sao Paulo - Santiago de Chile - Lisbon - Mexico City 


pcchatcraaelantelctehaaeptdliaaelyeel 
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Effective 
against both Trichomonas 
and Monilia 














| penotra 


PHENYLMERCURIC DINAPHTHYLMETHANE 


ne 





; i 
The powerful trichomonacidal and fungicidal DISULPHONATE 


properties of PENOTRAWNE present the 


greatest advantage in the treatment of vaginal in vaginal therapy 

discharge, particularly trichomonal vaginitis and ; 

moniliasis. _PENOTRANE is also strongly EEE ' 

bactericidal and it deeply penetrates the vaginal ene Sr eS eee, 
mucosa. Both the Pessaries and Vaginal Cream are PENOTRANE Aqueous Solution—Bottles of 100, 


buffered to approximate the normal vaginal acidity. 500 and 2,000 c.c. ’ 
PENOTRANE _Jelly—Tubes of 1 oz. 


INDICATIONS : Ve al ische i - 
% Vaginal Discharge due to tricho PENOTRANE Pessaries—Cartons of 15 and 100. 


monal, monilial and coccal infections. y¢ Pruritus Vulvae 


Obstetrical Lubrication. ye Pre-operative Skin PENOTRANE Route — Polythene Insufflating 
Disintection ontainers. 
. PENOTRANE  Tincture—Bottles of 15, 100, 500 
Literature and professional samples on request and 2,000 c.c. 


WARD, BLENKINSOP & COMPANY, LIMITED 
YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 


Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London. 











When a child needs BE 
a sedative..... \j 


Whether for analgesic or anti-pyretic purposes, 
Angiers is the ideal form of aspirin and readily taken 
by the youngest patient. 

The tiny pink tablets are sweet and orange flavoured, 
pleasant to suck or chew and easy to swallow. They 
are promptly effective since they disintegrate as 
rapidly in the stomach as they do in milk or water. 
Each tiny tablet contains exactly 1.25 grains of pure 
Acid Acetylsalicylic with 1.50 grains of Di-Calcium 
Phosphate to ward off Salicylic-irritation 





of sensitive little stomachs. 








THE ‘ gr 
junior! Angiers | 


1s Specially 








Dispensing pack (S00 tab- 


lets) 6/-. Also at all chemists made for 
in_bottles of 50 tablets at children 
1/7 ine. p.t 





LONDON S.E.1. 
Cvs-21 


THE ANGIER CHEMICAL COMPANY. Proprietors: Bristol-Myers Company Ltd. 
4 
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FOR MILD FORMS OF PAIN 


Background to Tercin “Aspirin and phenacetin are effective and useful, and a sedative effect 
ts obtainable if a barbiturate is combined with them. .. . The reputation of codeine as a pharma- 
cologically useful drug is at present waning, for the analgesic effect of the compound tablet of 
codeine B.P. is probably due more to its content of aspirin and phenacetin than to the 4 gr. (8 mg.) 
of codeine present. It is a weak analgesic even when given in full doses.” 


Tercin combines aspirin and phen- 
acetin with butobarbitone. It is indi- 
cated for the relief of mild forms of 
pain for which tablets of aspirin, 
phenacetin and codeine have hitherto 
been prescribed. An important aspect 





(Brit. Med. J. 1952 (Oct. 25th) ii, p.928) 


of Tercin therapy is that it does not 
cause constipation. Tercin is available 
in tablets containing aspirin § grains, 
phenacetin 3 grains and butobarbitone 
4 grain. Basic N.H.S. price. Bottles 
of 200 at 4/10. 


DOSAGE: One or two tablets as required. A total dose of 
eight tablets daily should generally not be exceeded. 


Literature and samples are available on request to the Medical Department 


LONDON N.I 


SSS 
- _— ——— 
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Keesearch 

The House of Wander continues to maintain its 
advanced position in pharmaceuticals and quality 
food products because the standardization of active 
ingredients during manufacture is backed by careful 
control and investigation in its extensive Research 
Laboratories. 


7 
In Quality 
The Wander Research Laboratories have made useful 
contributions in the fields of dietetics, nutrition and 
vitamins. Their wide experience and up-to-date 
laboratory facilities help to maintain the high quality 
of Malt Extract and Cod Liver Oil (Wander) the 
vitamin content of which exceeds that of the analogous 
B.P. preparations. 





The special consideration of physicians when pre- 
scribing a malt and oil preparation is that of 
vitamin values. Comparative studies prove that to 
prescribe “‘Wander Brand” is to specify malt 
extract and cod liver oil of the finest possible 
quality. 


+ - 

In the Service of 

- —_ 
Medicine 
Careful control and investigation help to maintain 
*““Wander Brand”’ in the forefront of its class. 
Moreover, with all its special advantages, ‘* Wander 
Brand” costs no more than some malt and oil 
preparations with a lower vitamin content. 


|X Malt « Oil (wanper), 


A. WANDER LTD. 
LONDON W.1. 


a 
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Introducing 


PERNOMOL 


chilblain paint 
applied Masineith 3 


On 
the spot 


relief for 


CHILBLAINS 





Quick-drying and colourless, Pernomol is contained in a pencil-like glass vial with a narrow 
opening, so that it is easily carried in handbag or pocket and can be directly applied on 
the spot, whether in office, factory, home or the open air, to give prompt and effective relief. 


be prescribed 


NO SENSITISATION 


is not advertised to the general public and Active Constituents per 100 c.c. :— 
on N.H.S. Form E.C.10. Price Chlorbutol B.P. 2 gm. Sp. Sap. B.P. 34 c.c. 
complete in aluminium case. Phenol B.P. 0.95 gm. Tannic Acid B.P. 2.2 gm. 


2/4 per pencil 


Camphor B.P. 10 gm. 


REGD, TRADE MARK @ LABORATORIES FOR APPLIED BIOLOGY LTD. LONDON, N.16 











A cough elixir for the relief 
of coughs associated with the 
upper respiratory tract 


Over many years this elixir has proved to be one of the best of its kind in the treatment 
of troublesome and irritating coughs, and particularly acute and chronic bronchitis 
and cough associated with pulmonary tuberculosis. A } grain of Codeine Phosphate 
in each fluid drachm has a mild analgesic effect and also Keowee to induce sleep. The 
cough reflex is depressed by the action of the Codeine and combined with Terpin 
Hydrate, Menthol and Pine Oil, together with other essential oils, the resulting 
elixir assists expectoration, is distinctly sedative and engenders a warming and 
soothing feeling immediately a dose has been taken. 


ELIXIR OF TERPIN 


WITH CODEINE 


(WOOLLEY) 





FORMULA: Codeine Phosphate B.P., } grain. Terpin YY 4 grain. Menthol B.P., 

s/ 133 grain. Oil of Pumilio Pine B.P.C. r /24 minim. Eucalyptol B.P. ce eed minim. Glycerin B.P., 
© minims. Syrup B.P., 15 minims. Alcohol B.P. 90%, as i Flavour and colour, a sufficiency. 

Water to 1 fluid drachm. DOSE: 1 to 2 teaspoonfuls diluted with water. 

POISON P.1. 


Available in bottles containing 10 fl.oz., 20 fl.oz., 40 foz., 80 fl.oz., 8/6, 15 Sp 4 £1/8/8, £2/15/- each, yo 
fessional discount, quantities of ro fl. oz. and upwards are Di ng Packs pt from Pur 


JAMES WOOLLEY SONS & CO., LTD., Victoria Bridge, Manchester 3 


in association with J. C. ARNFIELD & SONS, STOCKPORT 
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Children needing aspirin 
will readily take 


o 
Rasprin 
ligr. soluble aspirin tablets 


specially formulated* 
and flavoured for children 







*Acid. Acetylsalicyl. B.P. gr. 1.25 
Cale. Carb. B.P. .... gr. 0.375 
Acid, Cit. B.P. (Ersic). gr. 0.125 


Rasprin TABLETS disintegrate in the mouth so quickly 
that a child cannot choke with them. 





Every 10 Rasprin tablets are packed in a plastic vial, Professional samples and 


so that the maximum amount of aspirin in any one con- literature gladly supplied on 
request to the manufacturers 


E.G.H. LABS 


; PERU STREET, SALFORD, 3 
be prescribed on Form E.C.10. Basic N.H.S. price is 4d. LANCS 


tainer is 12} grains. 
Rasprin is not advertised to the lay public, and may 








per vial of 10 tablets—exempt from Purchase Tax. 
















Wd, 


<. — Sumit ERPIT. mn 
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Adexolin effectively provides the extra intake of vitamins A 
and D needed to maintain summer fitness through the winter months. 


A course of Adexolin strengthens resistance to colds, 
influenza and other cold weather ailments. Where calcium too is required 


Adexocal (Vitamins A and D plus calcium) fulfils the need. 


ADEXOLIN 


Trade Mark 


Two capsules for the adults: 12 drops of liquid for the infant, daily. 
CAPSULES: 6,000 units vitamin A; 1,000 units vitamin D. 
LIQUID: 12,000 units vitamin A; 2,000 units vitamin D per ce. 





BYRON 3434 





GLAXO LABORATORIES LTD., GREENFORD. MIDDLESEX 
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The anti-spasmodic and sedative action 
of codeine and bromoform help to 
control the cough without eliminating 
the cough reflex while the extracts of 
senega, krameria and wild cherry, give 
relief both to congestion and rawness 
in the chest. 


Pleasant to take and suitable for all ages. 


FORMULA: Bromof. B.P.C. 0°85%, Codeine 
Hydrochlor. B.P.C. 0°25% Krameria, B.P., 
Prunus Serotina, B.P., Senega, B.P., as liquid 
LP extracts of each 1°14%. 





for Round the Clock control of COUGHS & CONGESTION 


| Vv BROMODEINE 


BOTTLES: 207., 40z., 160z., 80oz. 
BASIC N.H.S. COST: 103d. per fi. oz. 





THE CROOKES LABORATORIES LIMITED * PARK ROYAL + LONDON + Nwi10 





Advertised and introduced only to the medical profession 





BENGUE’S 


BALSAM 


















S 
592 

tt 
s - = s 
* | zi A Menthol 20°(,, Methyl Salicylate 20°, in Lanoline Excipient 
4 1S ¥ 
E ive) 22% : ANALGESIC - DECONGESTIVE - RELAXANT 
.* i ere 
‘ ee Easy of application and readily absorbed by the skin with deep 
ERND 52> penetration, Bengue’s Balsam gives almost immediate relief from 
3 y pain, promotes circulation of the blood in congested areas, and 
3 facilitates freedom of movement. Invaluable as external treatment 


in Rheumatism, Fibrositis, Torticollis, Lumbago, Muscular 
Fatigue, Myalgia, Sciatica and Neuralgia. 





Tubes of 4 oz. and 1 oz. Dispensing Pack : 1 lb. 
Basic cost to the N.H.S. : small size 1/844., large size 2/114d., including P. Tax. 








MOUNT PLEASANT: ALPERTON- WEMBLEY. MIDDLESEX 


Ma) be prescribed BENGUE & CO. LTD... Manufacturing Chemists, 
on Form E.C.10 
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Elastoplast Bandaging Technique 
in the treatment of 


Leg Ulcers 


Firm compression and support is the primary aim in the treatment 


of leg ulcers with the Elastoplast bandage. 


‘METHOD 


Having first applied vertical strips of 
Elastoplast to all aspects of the leg, covering 
it from ankle to knee, a bandage* is firmly 
applied from the webs of the toes to just 
below the knee, taking the turns from 
within outwards. Turns should overlap 

one another by at least half the width of 
the bandage—even a two-thirds overlap 

in the lower third of the leg where extra 
support js most needed. 





RESULT Firm elastic support promotes healing of the ulcer by expelling 
cedema, assisting the pumping and massaging effects of muscular contraction, 
and by compressing dilated veins. Careful bandaging is essential in order to 
achieve the best results. 


*3 inches x 3 yards is the normal size for bandaging purposes. Elastoplast 
elastic adhesive bandages (Porous) B.P.c. are also made in 2, 24 and 4 inch 
widths. Prescribable on Form E.c.10. 


Outside the British Commonwealth Elastoplast is known as Tensoplast. 


FULL DETAILS FROM SMITH & NEPHEW LTD » WELWYN GARDEN CITY : HERTS 
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Save time on urine tests with... 


CLINITEST anu ACETEST 


TRADE MABE 


Reagent Tablets 
for the detection of Glycosuria 


TRADE MARE 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute ! 





CLINITEST 


No external heating - No measuring of reagents 


Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices: Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 


} 





THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, London, W.1. Telephone: REGent 5321 


Sole distributors for United Kingdom and Eire 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinical trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 








The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening procedure or asa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 

I Pott drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 tablets 

with colour scale. 


*Acetest” Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 





REFERENCES 


(1954) ‘ Clinical Tests for Ketonuria’, 
‘Lancet’, April 17th, pp. 801/804 
(1954) * Medicine Illustrated’, May, p. 289 
(1954) ‘ Practical Clinical Biochemistry’, 
Heinemann, p. 74 
(1954) ‘ Clinical Tests for Ketonuria ’, 
‘Lancet’, July 10th, p. 95 
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DON S. MOMAND LTD. Nuffield House, London, W.! 
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a positive advance in 


theophylline therapy 





@ A pure chemical compound — 


theophylline ethanoate of piperazine 
@ Soluble — Stable — Neutral 
@ Seven times less toxic than theophylline itself 


@ Freely tolerated ‘orally for long-term therapy without nausea, 


vomiting or gastric disturbance 


@ Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


ETOPHYLATE 


Clinical reports and samples gladly sent on request 


Presentation: Tablets, 250 mg., in bottles of 25, 100 and 500. 


Suppositories, 500 mg., in boxes of 12 and 144. 


Ampoules, 500 mg. in 5 c.c., in boxes of 6 and 50. 


5 
500 mg. in 2 c.c., in boxes of 6 and 50. 


ETOPHYLATE is also available with phenobarbitone and papaverine. 


RONA LABORATORIES LTD 


12-13 Molyneux Street, London, W.1. AMBassador 4437/8 
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¥ HIGHLY BUFFERED ACID VAGINAL JELLY (pH 4.0) 


for prompt 
local relief in vaginitis — 
including trichomoniasis 


= 
(Ortho) 


YY 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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Pfizer, the world’s largest pro- 


ducer of antibiotics, announce the 


introduction of Sigmamycin. This is 


:1 combination of tetracycline 


and the newly-discovered medium- 
spectrum antibiotic oleandomycin. 
It has been clearly shown, both in 


vitro and in vivo, that this combin- 
o 


ation demonstrates synergism. 


Sigmamycin capsules contain 
167 mg. tetracycline and 83 mg. 
oleandomycin. Available in 


bottles of 16 and 100. 








depth in the broad spectrum 











World’s largest producer of antibiotics. 


PFIZER LTD 


FOLKESTONE + KENT 


*Trade Mark of Chas. Pfizer & Co., Inc. 
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Tue timely administration of ‘S-mez’ in the 
treatment of the pneumonias, bronchitis, 
tonsillitis and upper respiratory infections, 
undoubtedly gives the best chance of a 
rapid recovery. kurthermore, a small daily 


S=-MEZ’ is shori for ‘Sulphamezathine’ 


Trade Mark 


IMPERIAL C 


PHARMACEL 


HEMICAL 


rICALS DIVISION 


Ph.607/2 








prophylactic dose of ‘S-mez’ is of benefit in 
children subject to recurrent infections of the 
upper respiratory tract, especially when 
they are awaiting tonsillectomy and to 


prevent the recurrence of rheumatic fever. 


(Sulphadimidine B.P 


LIMITED 
CHESHIRE 


INDUSTRIES 
WILMSLOW, 
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VETAVEL SYRUP 





VITAMIN 
SUPPLEMENT 
FOR ALL AGES 





BEMAX stabilized wheat germ 


Here is a liquid vitamin supplement that is truly delicious Thin chdhint dinteaeb italiana 
—Vitavel Syrup. This careful blend of real orange juice mineral supplement is now available 

“ F “ . : ' . in two flavours, plain Bemax and 
and liquid glucose with vitamins A,B,,C, and D is readily chocotate-flavoured Bemax (of special 


° . ° exs 1 to child ° 
accepted by patients of all ages and dispositions. as sane nha 


PREGNAVITE during pregnancy 


One fluid ounce contains at time of manufacture : — A comprehensive vitamin-mineral 

VITAMIN A 20,000 i.u. VITAMIN D 3,000 i.u. VITAMIN B, 4 mg supplement specifically designed to 

.*; , Siete . : id sua — ' ‘ supply the enhanced dietary needs of 
VITAMIN C 80 mg. LIQUID GLUCOSE B.P. 25% w/v. pregnancy. 


Basic price to N.H.S. 1,000 tablets 32/9. 
Basic price to N.H.S. 6 fl. ozs. 2/6, 40 ff. ozs. 16/- 








| VITAMINS LIMITED | (DEPT.B2) UPPER MALL LONDON W.,6, 
4 *P 15 
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Desogen lozenges 


Regd. Trade Mark 


treatment of infections of the 


Each Desogen lozenge 

efolal eur Ome M ile me) m Colele(-ter- Lule ae 
N’-methyl-aminoethyl)- 
(phenyl-carbamyl-methyl)- 
dimethylammonium chloride. 


in Containers of 24 tablets 


Geigy Pharmaceutical 
Company Ltd., Manchester 23 
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Hydrochloride 
Tetracycline HG 
Crystalline 
CAPSULES 


See enciosed corcula” 
*Trade Mark 


Weer 


os 
fe anne ascass 2 


dispelling the element of doubt 


: 
TODAY—with so many antibiotics available—it is always sound practice to 
specify AcHROMYCIN by name whenever true broad-spectrum activity is de- 
sired. In this way you are completely assured that the patient receives 
precisely the treatment you intend. Offered now in no less than fourteen 
presentations, ACHROMYCIN tetracycline is particularly widely used in capsule 
form. On every capsule appears the name Lederle—your finest assurance of 
consistent antibiotic potency and unfailing dependability. 


Capsules of 50 mg.—in vials of 25 and 100. Capsules of 250 mg.—in vials of 16 and botties of 100 and 1000 


ACHROMYCIN 


*REGD, TRADE MARK TETRACYCLINE 


Also available in the following forms: Ear Solution - Intramuscular - Intravenous - Ointment 3% ~- Ointment 
(Ophthalmic) 1% ~- Ophthalmic Powder Sterilized - Oral Suspension - Liquid Pediatric Drops 
SPERSOIDS* Dispersible Powder ~- Soluble Tablets ~- Syrup - Tablets - Troches 


LEDERLE LABORATORIES DIVISION 


id OF GREAT BRITAIN LTD., London, WC.2 
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NETSCHRR 


\BAMATB) 


restores le pose 


: effectively, reliably 


,cKS: Bottles of 20 a1 250 100 tablets 


John Wyeth & Brother LtL, Chittenchlouse,. Euston 
= 
a 


he Wallace Collection 








[THE LANCET] 


THE LANCET GENERAL ADVERTISER 


(Fes. 9, 1957 





; Re, Stotter 
pden 
“at 
eS 
gs 


=! . 
on : — Ss 
"Alen 3. te frites 
h- Waals bs 
anes i nae fi 
Rie, | oe inh pen 
“ - 4 
Ppt Kine Yo 
(Lemo'* hrm, [ramino tor 
Lae e. s.F 
‘“ ~%ezlo 13 Pst, 
, Ei Tas © 10 ay 


wore “SATE 


veor ® ie Bs 
Sorg VR 
2IDE Nr I 


Rudy Lorber Le 



























Si be © 
f PLarts 






A) ’ 

CLTaarro 
Pon 
NU 


R opered 















Bur 
> 5 on 

At iL ERS we Ge 
a 0 Pen 
Wola + 
S cubes 














+ @onzesia ad 
chellane Fo 


Rag poe + 














parte Core Nusr 8 
> 
carpi) }- 
ward Can 
° 






-( LOTT eTe 
Robiera “ 





ne eh, , 













Deltacertr ril’ 


ND OF PREONISOLONE 
DeELTACORTRIL is synthetic eecoid 
for superior anti-rheumatic, 
anti-allergic and anti-phlogistic therapy 


a new 
systemic 


DELTACORTRIL is 3 tu 5 times more potent 
than hydrocortisone or cortisone and more 
effective than prednisone 


DeL_TacorTRuL achieves maximal re- 


sponse at fractional dosage 


DevtTacortrt. brings rapid and prolonged 
relief of arthritic symptoms 


De_tTAcortrit offers superior therapy in 
asthma and dermatitis and is markedly 


eflective even where other corticosteroids 


have failed 


Devtacortrit. therapy is marked by vir- 


tual absence of sodium or water retention 


and consequently causes no weight gain, 


oedema or hypertension 





DELTACORTRIL does not cause excessive 
potassium loss 


DeELTACORTRIL 1 mg. tablets are supplied 




















































in bottles of 100 and 5 mg. scored tablets 
' in bottles of 10, 20, 100, 500 and 1,000 


°, BF 54 ae 
tf (Pfizer) PFIZER LTD 


FOLKESTONE * KENT 
* Trade Mark of Chas. Pfizer & Co. Inc. 
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cicainin 


All the available evidence 
of the development of 
bacterial resistance 
points to the need forasafe 
and effective means of 
securing control of local 
infections without the 
employment of those 
antibiotics which are of 
greatest value for 
systemic use. 


fo counter 
the 
changing Fre 
0 





bacterial 
resistance 


a new advance in wound therapy: 





FORMULA: Each gramme contains: 
Neomycin Sulphate 5 mg. 

Zinc Bacitracin 250 units. 
1-Cystine 2mg. 

dl-Threonine 1 mg. 

Glycine 10mg. 

PACKS: 15 gramme Sprinkler 


15 gramme Collapsible Tube 


CICATRIN has advantages over existing 
modes of wound therapy for the follow- 
ing reasons:— 


* is bactericidal and bacteriostatic. 


* minimizes the risk of the development 
of resistant strains. 

* is effective against most of the patho- 
gens including those resistant to 
penicillin and streptomycin. 


* Healing is stimulated by selected 
amino acids. 





* is not cyto-toxic. 


* is active in the presence of blood and 
tissue exudates. 


cream and powder 


amino acid 
and antibiotic 


* is non-allergenic. 





CREWE: LONDON: 

Telephone: CG A L M I CG L I M I T E D 2 Mansfield Street, W.1 

Crewe 3251-5 Tei: LANgham 8038-9 
AUSTRALIA : 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA Terminal Building, York St., Toronto 


CN2 
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Dutcolax 


Regd. Trode Merk 
(4, 4’-diacetoxy-diphenyl)-( pyridyl-2)-methane 


the modern 


contact laxative 


— 


V// | for oral and 


rectal administration 








—_ * 


a 


Stirs the sluggish bowel into action. 
| Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel 


Dulcolax enteric coated tablets of 0.005 g.- Bottles of 30 and 200 
Dulcolax suppositories of 0.01 g.- Boxes of 6 and 50 


LEWIS LABORATORIES LTD., LEEDS 9 
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Delta - Stab 


Prednisolone 


A synthetic steroid closely related 
to Cortisone and Hydrocortisone 
but offering the advantages of :-— 





* improved therapeutic ratio 
* fewer side-effects 
* increased potency. 


Delta-Stab 


Delta-Stab like all other Boots 
is available as corticosteroids, 

is entirel 
SCORED TABLETS OF I & § MG. 6 «si 


CONTAINERS OF 30, IO0O0 AND §00 


Literature and further information gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 


»)» 
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Wn SPS Ce meMR > OREN 


One bottle of 60 TACE capsules (2 capsules a day) can relieve 


many of your menopausal patients. 







i 
' 
} 











Fe me 
me 


TACE | 


‘Brand of Chiorotrianisene 


onee 





Orally adnimastered omirogen, 
with fat starage property. 


back copsute comtainn 
ttp-enieyichloroethylene 12 mg, 
im vegesabdle off 





Lore PROCEED Reet Entiat 


« 


DE TRMUTED OF A 
RIKER LABORATORIES LTD. 


_ Wan S.MERRELU COMPANY, LONDON 
RAGE IN ENGR ARE ee 


ee a 


z 


(Meza) 


Some may require a second course, but few will need a third. 


The introduction of TACE marks the 

beginning of a new era in the treatment of 
menopausal symptoms. TACE is 

stored in the body fat and subsequently released 
in a manner resembling normal hormone 
secretion. There is virtually no withdrawal 
bleeding (in four investigations 1, 2, 3, 4 there 
were only 7 cases of withdrawal bleeding in 

257 patients) and TACE is also extremely 

well tolerated in other respects. 


Because of fat storage the action of TACE 

is prolonged. In 13 out of 16 patients beneficial 
effects remained up to 4 months 

after therapy had been discontinued.1 


TACE is indicated in other cases which 
require estrogen therapy—for example in the 
inhibition of lactation and the treatment 


, of prostatic carcinoma. 


TACE 


is available in green capsules (each containing 
12 mg. chlorotrianisene dissolved in oil) 
in bottles of 60 and 300. 


1. Wis. med. J. (1954) 53:322. 

2. Amer. J. Obstet. Gynec. (1954) $:201. 
3. J. Indiana med, Ass, (1954) 47:869, 
4. J. Clin, Endocr. (1954) 14:272, 


Distributed in the United Kingdom and the Republic of Ireland by 


RIKER LABORATORIES LIMITED, 


LOUGHBOROUGH, LEICS. 


for the Wm. S. Merrell Company, London. 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 















bring relief to cases of 


arthritis and rheumatism 


\ N CASES OF soft-tissue rheumatism, and arthritic disorders, 
| \ many doctors are tending more and more to regard 
4 Transvasin as an indispensable adjuvant to treatment. 

fp For Transvasin is composed of the esters of nicotinic, 

salicylic and p-aminobenzoic acids. These esters readily pass 

the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed. * 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


*Therapeutische Umschau 
Vull, 1952, 10, 143. 












Salicylic acid tetrahydrofurfuryl-ester... 14% 


Nicotinic acid ethyl-ester...............00: 2% 
Nicotinic acid n-hexyl-ester............0+ 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-misciblé cream base ad .......+. 100% 








Transvasin is available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
and is not advertised to the public. Samples and literature will be 
gladly sent on application. 


LLOYD-HAMOL LTD 
i im a ee 11 Waterloo Place, London, S.W.1. Tel. WHitehall 8654/5/6 
} 


~ ‘5 Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Handicaps or Re vicaps? 


REVICAPS ARE a valuable aid in solving the problems of 
weight reduction. They help the patient to follow a restricted 
diet, simultaneously providing all essential vitamins and 
minerals to prevent dieting deficiencies. 


The methylcellulose content (200 mg.) provides bulk and the 
inclusion of 5 mg. of d-amphetamine sulphate suppresses 
appetite and elevates the mood of the patient—thereby 
improving his co-operation. 


REVICAPS 


d-Amphetamine—Vitamins and Minerals Lederle 


REducing Vitamin CAPSules 


* Trademark 


Bottles of 100 


LEDERLE LABORATORIES LIMITED 
Cyanamid OF GREAT BRITAIN LTD. London. w0.2 
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Ce-K-Sal tablets contain soluble aspirin 
to provide rapid absorption 
without gastric irritation, 
with the protective Vitamin C for its 
detoxifying effect and value in febrile disease 
and Vitamin K for counteracting 

haemorrhagic tendencies induced by prolonged 
and intensive acetylsalicylic acid therapy. 


FORMULA: Each tablet contains soluble aspirin equivalent to 
acetylsalicylic acid 325 mg. (gr. 5), ascorbic acid 
(Vitamin C) 20 mg., acetomenaphthone ( Vitamin K) 


Ce-K-Sal 


SAFE SOLUBLE ASPIRIN 


Literature and samples on request 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDLESEX 
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Now Yours to Prescribe 


CORDEX 


Prednisolone+Acetylsalicylic Acid 


* trademark 


for the mild to moderate 


rheumatic conditions encountered in general practice 


CD Upjohn of England Ltd - 4 Aldford Street - London W1 
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IRON replacement 





In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 


iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


The supplements it contains—copper, complete vitamin B complex, 
ascorbic acid—ensure that not only the additional iron but that present 
in the diet is fully utilised for haemopoiesis. 


It is extremely well tolerated by patients of all ages, even those who 
usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 

The average daily dose of six FERRAPLEX B NATURAL VITAMIN B COMPLEX EXTRACT: 2 grammes 

tablets contains: prepared from brewers’ yeast and including 
Aneurine hydrochloride (Vitamin Bi) . . . 3 mg. 

FERRI SULPH. EXSICC., B.P......+.-. I gramme Riboflavine (Vitamin Ba). ......... 6 mg. 

COPPER CARBONATE... ....002-0- amg. Nicotinamide.......++--+-+++- 30 mg. 
and all the other naturally occurring factors of the 

ASCORBIC ACID (Vitamin C)........ 50 mg. vitamin B complex. 


Bottles of 50 tablets : 5/3d (Retail) ; 250 tablets 15/6d (Basic N.H.S. price). 


FERRAPLEX B 


Cc. L. BENCARD LTD + PARK ROYAL +: LONDON - N.W.IO. 
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CHILBLAINS NOCTURNAL CRAMPS 


COLD HANDS AND FEET 


and other peripheral vascular disorders 


effectively treated with 


RISCOL 


( 2-benz yl-imidazoline hydrochloride) 


Early treatment with Priscol will delay 
or prevent the onset of more serious conditions 


such as Buerger’s or Raynaud’s digeases. 


Available as tablets, solution, ampoules and ointment 


CIBA 


*Priscol® is a registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321 + Telegrams: Cibalabs, Horsham 
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powerful bactericidal action 
against “frequent offenders” 


Bactericidal against gram-positive and certain important gram-negative 
organisms, Albamycin has a range of activity which includes the 

following “frequent offenders”: staphylococci (including “resistant” strains), 
strept i, pne i, proteus and certain strains of pseudomonas organisms, 





orally effective 





(brand of novobiocin) 


WELL TOLERATED 


blood concentrations 10 to 50 times higher 

than with other antibiotics § retention in the body 
for as long as 24 hours Sms prompt clinical response 
in many common infections on 2 doses daily 


ADULTS — 500 mg. every 12 hours. 
CHILDREN — 15 mg./Kg. of body weight per day, usually in two equal doses. 
SUPPLIED 250 me. tablets, bottles of 16 and too. 


* trademark 


> UPJOHN OF ENGLAND LTD - 4 ALDFORD STREET « LONDON W: 
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Bronchial 
Asthma... 


t., 
~ 
\ . 


relieve AI 
the kK 


SPASM. o- 


‘CHOLEDYL 


Fawmsste§ le) ooco ho! s\ol-mtaM@) .o.0 lm colelaettel-meel ucla 
- 





The most striking effects from the use of Choledyl are shown in the 
relief of the mild chronic state of bronchospasm and the reduction in 
the occurrence of acute attacks. 

Choledyl provides theophylline blood levels up to 75 per cent higher 
than those obtained with oral aminophylline and it is essentially non- 
toxic in clinically effective dosage levels. 

Choledyl is available in tablet form in two strengths, each tablet containing 
choline theophyllinate 100 mg. (coloured pink) or 200 mg. (coloured yellow). 
Supplied in bottles of 100 and 500 tablets. 


MANUFACTURED IN ENGLAND 
* under licence from NEPERA CHEMICAL CO. INC, NEW YORK, owners of the trade mark & United Kingdom patent No. 736,443 


ALLEN & HANBURYS LTD - LONDON E-2 


TELEPHONE: BISHOPSGATE 320! (20L/INES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 


















C56/683/H 
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Gastric Anavysis Gastric ANatysis 


In the treatment of peptic ulcer— 
safe, simple, effective, 
without side effects 


NULACIN 


provides milk-alkali drip therapy 


A most effective control of gastric acidity is by milk-alkali drip therapy ; the 
most convenient way of obtaining milk-alkali drip therapy is by sucking 
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THE DISINTEGRATIVE ACTION OF THE 
NERVOUS SYSTEM * 
WILuiAM PHILLIPS 


M.D., B.Sc. Wales, F.R.C.P. 
PHYSICIAN TO THE UNITED CARDIFF HOSPITALS 


Sherrington’s first masterpiece, his Silliman memorial 
lectures, was published in 1906 as The Integrative Action 
of the Nervous System. It is therefore the fiftieth 
anniversary of the publication of a book which will 
remain a landmark in the history of medicine. 1956 
marks also the centenary of the birth of another great 
neurologist, born only the year before Sherrington, 
Sigmund Freud; and so I felt it not inappropriate 
today to discuss a topic which I believe will become of 
increasing importance as advances in medicine mop up 
small pockets of resistance in localised fields of pathology. 


* * * 


That the nervous system itself might be a source of 
disease is no new idea, and as far back as 1868 William 
Gull said ‘‘ there is a neuropathology from the brain ” ; 
but in this and in many other ways that remarkable 
clinician was much ahead of thought in his day. Since 
Gull’s time, many have expressed the same sort of view 
and none in more intriguing a fashion than did Wilfred 
Trotter (1941) in his essay on the Insulation of the 
Nervous System, where he reflects that 


“It may be worth suggesting, however, that the problem 
(the reason for the curious embryology of the nervous system) 
has also a functional side, and that the epiblastic origin 
of an organ that is ultimately to be deeply embedded in 
mesoblastic tissues possibly has the function of contributing 
its strangeness, and therefore its effectiveness, to the nervous 
system as a whole. This quasi-hostility between neural and 
somatic, between brain and body, is a suggestive and perhaps 
a disturbing thought.”’ 


Morley Roberts (1926) in his Malignancy and Evolution, 
said: ‘“‘the body is composed of differentiated cell 
colonies living in a state of hostile symbiosis in precarious 
and uneasy balance so that balance between organs and 
tissues may be easily lost—the brain is a morbid over- 
growth and tumour, its tremendous size may not only 
be one of the causes of malignancy but ultimately the 
cause of extermination of the human race.’’ But this 
was based on philosophic speculation and somewhat 
strained analogy, however disturbingly the last clause 
may read today. 

Even when the initial novelty of seeking out psycho- 
somatic relationships had been overcome, those interested 
particularly in this subject were slow to investigate 
such possibilities except where mechanisms capable of 
producing local changes seemed likely, from their know- 
lodge of physiology, to be possible, and an analysis 
(Engel 1954) of the first fifteen volumes of the journal 
Psychosomatic Medicine showed that 80% of the 206 
articles were devoted to the circulatory system, skin, 
gastro-intestinal tract, respiratory system, pain, and 
metabolic disturbances. I wonder how many of our teach- 
ing hospitals and great special hospitals could, with all 
the good will in the world, derive from their existing 
case-notes material of real value to a serious student of 
such matters. I would not myself be optimistic in this 
regard. What indeed can one expect in the way of 
appreciation of the patient as a person, of his hopes and 
fears, aims and beliefs, when one encounters a rugged 
patient introduced by a highly trained senior registrar 
as an interesting example of disseminated sclerosis 
commencing at 59 and finds that the description “‘ porter ”’ 


*From the Bradshaw lecture for 1956, delivered to the 
Royal College of Physicians of London on Nov. 8. 
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on his case-notes had been of so little interest, and resulted 
in so little inquiry, that the vision of a man balancing 
a hundredweight of baskets in a tall chimney on his 
head for the working hours of upwards of forty years 
had quite escaped comment ? 


* * * 


While the endocrine glands are subject to most of 
the ordinary pathological changes—for example, tuber- 
culosis and neoplasm—one of the striking features of the 
common endocrine disorders is the remarkable cireum- 
stance that disorder or atrophy is the main feature of 
their pathology. I find it difficult from clinical experience 
to accept the view that conditions such as thyrotoxicosis, 
myxcedema and many of the disorders of menstruation, 
diabetes mellitus, and the like, often commence in a 
localised disturbance in the glands concerned, without 
preceding central disorder; and it would be my con- 
viction that emotional disturbances are the main, if 
not for practical purposes the sole, origin of such central 
derangement. 

In two such different conditions as rheumatoid arthritis 
and diabetes mellitus there is much to compare. Of 
the first, Bauer (1956) has said from an experience of 
300 patients studied over twenty-five years, that ‘“‘ no 
significant lead had emerged as to cause or cure—an 
impasse which faced all investigators of the disease ”’ : 
I think the walls of our college will approve his con- 
clusion that ‘‘ rest emerged as the keystone of treatment, 
and the definite natural tendency for the disease to 
remit cast doubts on the many reported ‘ cures.’’”’ 
An immediate analogy can be drawn between a chronic 
relapsing joint condition, which is in some sense modified 
by adrenocorticotrophic hormone or cortisone, and the 
state of the diabetic patient controlled by insulin. I 
regard the insulin treatment of diabetes as the most 
perfect example of how scientific medicine has succeeded 
in blinding itself to the existence of the patient while 
at the same time boasting of lis survival. To most, 
treatment of diabetes is treatment of a blood chemistry, 
unrelated to treatment of a person except in so far as 
he is expected to fall in with quite rigid authoritarian 
dictates as to his food and other habits for the rest 
of his life—gll of course with most kindly intentions. 
Yet, consideration of experimental evidence might 
long ago have introduced an element of caution into this 
outlook. I have elsewhere summarised (Phillips 1953a) 
the experimental pointers to objections to the concept 
of diabetes as a simple endocrine lack from disease of 
special tissues in the pancreas. 

Concerning the possibility that emotional factors may 
be responsible for diabetes there is, of course, much 
literature, some of it critical and suggestive (Daniels 
1948). I have encountered four patients with severe 
diabetes where the experimental situation seems in 
part paralleled—four patients in whom an abrupt 
onset followed periods of intense emotional stress and 
in whom by good fortune prompt diagnosis was possible 
by reason of the nature of the presenting symptoms. 
In all immediate high insulin dosage was used and 
efforts were made to deal with the psychological situation. 
After progressive diminution in their insulin require- 
ments, all in the course of four to eight weeks became 
free from glycosuria without insulin, and they have 
remained so on ordinary diets, living ordinary lives 
since ; two of them I judged to have made an emotional 
adjustment more from developed traits in their own 
make-up than by my help. I think the reason why I 
have only four such patients is that until recent years 
I had not recognised the implications of the response of 
the first patient, whom I saw in a military hospital. Now, 
were I seeing many diabetic patients, I should be increas- 
ingly interested in what is going on in the patients’ 

F 
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lives and minds. There are evidently further analogies 
in thyrotoxie glycosuria. 

* * + 


The study of peptic uleer—a disorder which because 
a pain or other symptom causes the patient usually 
to be aware of variations in his state quite quickly— 
is of great value in teaching the doctor the importance 
of body-mind relationship. The correlation of its 
important complications with acute periods of stress is 
frequent, although it by no means follows that the 
essential information is available to any clumsy, untutored 
approach. Success often seems to attend competent 
surgical treatment of the patients whose ulcers are 
bothering them mainly because of the effects of the 
fibrosis of healing, but in this extraordinarily important 
disorder the evaluation of therapy must surely be long- 
term. 

Browning and Houseworth (1953) interested them- 
selves in the development of new symptoms following 
medical and surgical treatment of duodenal ulcer. 
They noted a significant decrease in ulcer symptoms 
following gastrectomy but also a parallel increase in 
other illness, whereas in the medically treated patients, 
who were often incompletely relieved of their ulcer 
symptoms, there was no redistribution of symptoms. 
The most important point which'emerged from their 
study was that the longer the period of follow-up, the 
more significant the differences in the two groups 
appeared. The earlier a physician with the interest and 
skill necessary to recognise the nature of the causative 
stress can help to secure graceful adjustment to the 
general life situation, the more the gross permanent 
effects of ulcer scarring can be prevented or minimised. 

Grace (1953) and his co-workers studied patients with 
duodenal ulcer to estimate the significance of this kind 
of statement, using two groups matched for stage in the 
disease and in many other ways, and found that, of the 
patients they had treated without using dietetic measures 
or new or old antispasmodics, about two-thirds after 
three years showed X-ray evidence of complete healing, 
whereas, of the comparable patients treated in other 
clinics with conventional drug and dietetic treatment 
only one-third were similarly healed. The evidential 
basis for accepting a stress causation of peptic ulcer 
so amply demonstrated in the studies by Stewart Wolf 
(1949) on patients with gastric fistule, will be well 
known to you; of it, Wolf has said : 

‘““ Among stimuli sustaining gastric hyperfunction, trouble- 
some life situations were found to be prominent and surpris- 
ingly potent, often outweighing the effects of powerful 
pharmacodynamic agents. In treatment of duodenal ulcer, 
getting to know the patient and offering him help and 
encouragement in dealing with his day-to-day challenges and 
problems appear to offer more than do diets and antacids 
alone.”’ 


The varying course of illnesses such as thyrotoxicosis 
and ulcerative colitis—both again amenable in different 
ways to medical and surgical approaches in therapy— 
parallel with extraordinary precision the natural history 
of peptic ulceration, and in these conditions I think that 
the onset, rate of improvement, and relapses during 
treatment, are conditioned by stress exclusively. 


* ~*~ * 


I would like now to touch on a concept which seems 
possibly important. Whether genetic or other constitu- 
tional factors are essential before the mind can produce 
somatic damage is unlikely to be determined at all 
easily, and it does not really matter in this discussion 
whether the amount of added stress necessary to produce 
somatic changes in an individual has to be liitle or 
great. It is in quite another direction that the practical 
importance of the situation lies. I put forward the pro- 
position that in some patients the life situation is incom- 
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patible with his personality in such degree that unaided 
he can make no adjustment; in others, partial adjust- 
ment is possible ; while in a third group adjustment is 
more or less readily achieved. I suspect that conditions 
such as some psychoses may come into the first group, 
and likewise many examples of ulcerative colitis, while 
others are at the more severe end of the second group. 
Possibly again in the first group, or in the more severe 
part of the second, illnesses such as disseminated sclerosis 
may need to be placed. In the more benign part of the 
middle group, and perhaps in all parts of the third group, 
come the peptic ulcerations, asthma, thyrotoxicosis 
and diabetes, while migraine, for example, and psoriasis 
will most often be in the first group. I am satisfied 
that in the whole of the third group, and in very much 
of the second group, already enormously rewarding 
therapeutic opportunities are ignored by preoccupation 
with local lesions and peripheral ideas of etiology. 
My conviction would be that with sufficient skill in 
investigation, many, if not most, of the first group will 
also become amenable to non-mechanistic approach 


in treatment. 
+” * * 


One of the most disturbing features of the failure of 
modern medicine, especially academic medicine, to face 
up to the implication of Freud’s major discovery is the 
extraordinary ignorance one finds of what he actually 
thought and said. There can be little excuse for ignorance 
of his life now that the brilliant and devoted biographical 
study by Ernest Jones—soon, I hope, to be completed— 
has appeared. Were Freud’s works not available in the 
happiest of English translations, one could excuse more 
readily ignorance of them ; and I find it odd, for example, 
that few seem to have noticed that the fourteenth edition 
of the Encyclopedia Britannica (1929) contains a most 
precise article on psycho-analysis by Freud himself. 
His account of the subject matter of psycho-analysis is 
an extremely succinct and important one. Now, over 
thirty years later, much could be said of the validity of 
the details of his exposition, but it is certain that in the 
history of medicine his name will live as long as that of 
any of the mighty originals we honour. That the theory 
of psychology and the rigid system of treatment he 
built up are both unlikely to survive unaltered does not 
detract from his greatness, and, at this distance, they 
can be seen as the inevitable effects of the cultural 
atmosphere of the times and places in which he spent his 


formative years. 
* * *~ 


Prejudice and bias aside, two important kinds of 
difficulty prevent easy recognition of the effects of 
emotion on the tissues. On the one hand, the causative 
disturbance may be unrecognisable except by the trained 
observer, or, though less subtle, may still be beneath 
consciousness ; or on the other hand there may be no 
symptoms to attract the patient’s notice. Between 
these difficulties come those disorders which, though 
apparent enough, do not make the patient think of an 
emotional ongin—simply because the time-relationship 
is not impressed on him either by previous experience 
or by immediacy of effect. 

I have said elsewhere (1953b) that for most people the 
state of health is not a very conscious matter unless 
sharp deviations from the customary state take place, and 
many will fail to recognise those differences of personality 
which to others are their distinguishing marks. To 
feel well in the conventional sense is an exaggeration ; 
when well one feels nothing of one’s health unless in 
response to external stimulus. In many circumstances, 
quite gross changes of mental comfort can occur without 
the patient considering even the possibility that his 
reaction has been other than ordinary. If long experi- 
ence has brought home to him that his usual response 
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to worry or ee has hoon, say, showings discomfort, 
diarrhea, frequency of micturition, or headache, then 
an unusual severity of such symptoms may make him 
aware that a particularly severe stress has been respons- 
ible, but even so apparently simple a correlation is by no 
means usual—and in the definition of stress it is prudent 
to remember Plutarch’s remark that it is ‘‘ man’s nature 
to resent evil words more than evil deeds ; for it is more 
easy to submit to injury than insult ’’—and in consider- 
ing response to stress, to recall Shakespeare’s famous 
lines: ‘‘ Give sorrow words; the grief that does not 
speak whispers the o’er fraught heart, and bids it break.’’ 


* * * 


An almost insuperable difficulty arises where a response 
is bizarre; and I shall illustrate this by a few words on 
multiple lipomatosis. The etiology of this curious dis- 
order has been little discussed, though Heilmann and 
Sonneck (1953), describing a case in which the lipomatosis 
seemed to follow electric shock, refer to others attributed 
to head injury, particularly injury to the base of the 
skull. 

When I first saw the condition twenty-five years ago, 
even the patient’s subsequent suicide did not make me 
reflect on why he had developed an enormous number of 
lipomata. Early in the war, I saw a second patient who 
in six weeks had developed numerous lipomata about 
the arms, thighs, and trunk, There were so many large 
ones in the forearms that, when he presented arms, a 
tourniquet effect made him relax his grip quite quickly, 
and on two such occasions his rifle clattered to the ground. 
He presented an antecedent intense anxiety state based 
on readily understandable factors, and when we had 
relieved his emotional disorder he reminded us that no 
further lipomata had appeared; but again I thought 
little of the matter. On returning to civil life, I was 
almost at once presented with a third problem of this 
kind—the combination of an intense exhaustion and 
anxiety state in an exceedingly active and responsible 
young man with gross lipomatosis of acute onset, mainly 
affecting the arms. Twenty-nine lipomata were neatly 
excised while he was having a short course of modified 
prolonged narcosis, and I was greatly intrigued to find 
that, with the relief of his psychogenic disorder, no further 
lipomata appeared. I waited with some eagerness 
for another comparable patient, and within the last 
fortnight I have seen one. Unfortunately it is some 
seven years since his lipomata appeared, so that critical 
study of the life situation at the relevant time will be 
difficult ; but it is clear that in this instance a man of 
63 developed the condition in circumstances which 
caused him soon afterwards to retire prematurely from 
his occupation. Tentative exploration of the last patient 
has not gone further, but I would suggest that this slight 
personal experience of four patients with multiple 
lipomatosis cannot be dismissed as irrelevant to my 
main theme. I would agree at once that the develop- 
ment of benign fatty tumours seems a very odd way for 
the body to express its discontent ; but if these observa- 
tions have substance, then I would suggest that there is 
no tissue in the body which may not react in a similar 
way. 

The effect of stress on body resistance to infection is 
difficult to define, although one suspects some close 
connection when one encounters, for example, a patient 
who has had pneumonia several times in thirty years, 
always immediately after severe stresses. Recurrent 
herpes, simplex and zoster, in my small experience, has 
always been so correlated, and this view is shared by 
others (Weichselbaum 1956). When one feels that a 
real improvement has taken place in a patient’s personal 
adjustment to life it is intriguing to hear comments such 
as: ‘‘ It’s odd I haven’t had another attack ; because, if 
this had happened to me before treatment, I’m certain I 


would have had a very > hed attack—I suppose it’s because 
I had begun to feel happier and easier.’’ This remark 
was made by an intelligent patient who had failed to show 
her expected somatic reaction when her daughter was 
killed tragically the day after what was to have been 
a final discussion of her health. 

There are those who insist that patients with dis- 
seminated sclerosis are apt to show a uniform type of 
personality. My co-editor, Hugh Garland, for example, 
writes : 

Wy . early examples of disseminated sclerosis, when 
there can be little possibility of personality changes having 
arisen through gross disease of the brain, show many striking 
features. Usually physically attractive, these people are 
almost invariably polite, quiet, pleasant and devoid of 
aggressive talk or behaviour; they dislike quarrels or argu- 
ments, or any show or display of temper. In the author’s 
view it is this type of person, and probably only this type, 
which develops disseminated sclerosis, and in such people 
it is very commonly the fact that prior to the onset of the 
first symptoms, there has been clear evidence of emotional 
stress. It may well be that trauma, parturition and the other 
factors mentioned above operate by some similar mechanism.”’ 
(Garland 1953.) 


When one considers the difference in the possibility 
of regeneration in damaged nervous tissue as compared 
with tissues where normally mitosis is active and replace- 
ment constant and frequent (Leblond and Walker 1956), 
it seems clear that, if stress damage arises in the nervous 
system, the only recovery to be expected is the removal 
of the effects of immediate neuroglial or similar reaction. 
Schwab and Prichard (1950) studying a hundred 
parkinsonian patients with special interest in psycho- 
somatic effects in stable, vulnerable, and difficult 
personalities concluded that there is a close correlation 
between personality and the effects of environmental 
stress. They found that, while all patients were tem- 
porarily worse with short-lived stress, only 12% of the 
42 patients in the stable group showed permanent 
aggravation of their disorder when exposed to long- 
continued or severe stress, whereas 33 (27%) of the 
vulnerable and 25 (56%) of the difficult-personality 
groups were so affected. Others have suggested that 
some patients with parkinsonism may be showing reaction 
to stress in the very centre of the integrating mechanism, 
and many examples of chronological correlation between 
exacerbations and stress are on record. Again, I had 
never considered this possibility until quite recently 
when I was a little chagrined by a patient’s unprompted 
and quite categorical account of her correlation, not only 
of an exacerbation in the parkinsonism but also of its 
origin with clear-cut episodes of severe stress. 

The more one studies such matters, the more one 
realises how extraordinarily blind our preconceptions 
make us. We tend to see only what we expect to see, 
and it is hardly surprising that many can practice over 
a long period of years without ever realising that mental 
factors can induce a physical disease. Particularly is 
this understandable when one considers how very much 
more careful and understanding an approach is required 
to elicit this type of history. We may recall what Oliver 
Wendell Holmes said in 1883 about the futility of much 
of medical practice : 

‘.... Many a suicide would have been prevented if the 
doctor’ s wife had visited the victim the day before it happened. 
She would have seen in the merchant’s face his impending 
bankruptcy while her stupid husband was prescribing for 
his dyspepsia and indorsing his note; she would recognize 
the love-lorn maiden by an ill-adjusted ribbon—a line in the 
features—a droop in the attitude, a tone in the voice—which 
mean nothing to him, and so the brook must be dragged 
tomorrow.”’ 


It cannot be said too often that when one is studying the 
possibilities of psychosomatic ztiology, to ask a patient 
whether anything may be worrying him is a waste of 
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time. To ask whether he considers himself a worrier, or 
whether his family so judge him, will usually produce a 
relevant and unemotional response. To ask how worry 
or upset affects him will similarly produce some useful 
information, although often thought and inquiry from 
relatives will be needed before even this question can 
be answered with even partial accuracy; but letting 
the patient talk and go on talking is the method of 
choice. The hostility induced by Freud’s emphasis on 
sexual aspects of psychogenesis has left a legacy of half- 
acceptance of his main principles, interpreted in a 
way that allows only the bizarre and exceptional circum- 
stance to be effective in etiology, whereas in general 
the everyday ordinary unsettled difficulties of personal 
inter-relationships are far more important. 


* ~ * 


Attempting to determine the relationship of specific 
attitudes and emotions to bodily disease, Grace and 
xraham (1952) tried to define situations chronologically 
associated with symptoms, and obtain a description of the 
patient’s attitude at the time. They emphasised the 
necessity of getting from the patient a clear unambiguous 
statement of what he felt had happened to him and 
what he wanted to do about it at the time of the occurrence 
of the symptom. They said that in their series “ all 
patients with the same symptom complex described 
their attitudes towards the situation which precipitated 
it in essentially the same way.’’ In urticaria, for example, 
the patients saw themselves as mistreated, either in 
words or deeds, and were preoccupied with what was 
happening rather than thinking of retaliation or of solving 
their problem. In eczema, the feeling was of being inter- 
fered with or prevented from doing something, together 
with inability to think of a method of dealing with 
frustration: the preoccupation being with interference 
and the people or situations frustrating the patient. 
This contrasts with the preoccupation of the person 
with migraine, who strives to carry out a planned pro- 
gramme or reach some clear objective, the headache 
occurring with cessation of effort and being unrelated 
to success or failure: here the typical statements quoted 
were ‘‘ I had to get it done,”’ ‘‘ I had to meet a deadline,”’ 
‘*T had a million things to do before lunch,” ‘“‘ I was 
trying to get all these things accomplished.” 

Grace and Graham propose that emotion be defined 
as an attitude with its associated physiological changes. 
Such generalisations—and there are many comparable 
ideas—are in my view still unjustified, but each seems 
to have its significant element of truth and value. 


* * * 


Though many doctors and patients are quite unaware 
of psychosomatic relationships, some patients have 
intuitive awareness of quite surprising precision. 

The husband of a patient whom I had known for a long 
time was telling me of his wife’s eventual death, and, speaking 
of his adjustment to circumstances, remarked that he himself 
had had far less urticaria and paroxysmal tachycardia in the 
past year. He was not my patient, and I had known nothing 
of these disabilities; but a casual inquiry produced the 
striking answer that he knew that his urticaria was an invariable 
response to grief, and, so far as he had determined, to no 
other circumstance, while the paroxysmal tachycardia 
was always produced by anger and by nothing else. 


The individual’s pattern of reaction to a given emotion 
may well be constant for a short or long period, but in 
another patient the same reaction may be caused by 
quite a different circumstance. This view is well illus- 


trated by some recent experience with patients with 
psoriasis. 

I do not myself practice, and know only too little of, 
dermatology ; but for some time I have had the habit 
of asking a patient who happens to have psoriasis, 
always at the end of a consultation—whether he has 
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any views about its cause. Four consecutive patients 
have attributed exacerbations of their psoriasis to 
emotional stress. The first had found a feeling of 
injustice would be responsible within twelve to twenty- 
four hours for fresh lesions ; the second found her skin 
react to upset about illness in others within twenty-four 
hours; a third correlated it precisely with pleasurable 
marital sexual experiences; while the fourth had dis- 
covered that pleasurable planning of business activity, 
while awake at night, was similarly responsible. I have 
described these patients in a little more detail recently 
and also enlarged on the theme of how to get the 
information from the patient (Phillips 1956). 

A delightful and significant experiment, entitled 
The Patient Sits Down, is described by White (1953) 
who, in a cardiological practice, noted how patients 
seated themselves in his  consulting-room. He 
distinguished between patients who promptly sat down 
and leaned back in the chair, and those who sat on the 
edge of the chair, drew the chair close to the desk, and 
then sat down on the edge of the chair, or who drew the 
chair close to the desk, sat down on the edge of the 
chair, leaned forward, and rested the elbows on the 
desk. He then studied whether removing the desk, 
so that no physical barrier existed between him and 
the patient, would have any effect on their seating 
habits. He made the interesting observation that over 
50% of patients sat at ease when there was no desk, 
in contrast with about 10%, when a desk was present. 
Subsequent inquiries from individual patients suggested 
that this apparently trivial procedure produced not 
only a feeling of increased ease but also increased 
recollection of details previously forgotten about illnesses. 

It is difficult in a busy day to avoid the temptation to 
cut a patient short and to arrive at an opinion on too 
short a history and an adequate physical examination. 
My experience is that one can seldom obtain even a 
sketchy view of the patient as a whole if less than forty 
minutes is taken over the history, and I am therefore 
shocked when I hear that there are already too many 
doctors. My view would be that standards of medical 
practice will deteriorate progressively unless doctors 
have enough time to consider patients as individuals. 
The implication is that more doctors are required, 
and that they should each he responsible for a smaller 
number of patients. The total cost of a health service 
might well be little affected by such a change; for 
when public and profession had become reorientated 
in therapeutics, it might save much useless drug therapy 
and needless absence from work. 


+ * * 


I define psychiatric competence as the ability to 
relieve a child’s enuresis by discussing with the child’s 
parents—without seeing the child and best without 
discussing enuresis—their conflicts in important spheres 
of adjustment. To some this definition will appear little 
short of outrageous. I believe that careful examination 
of the definition leads to important principles in thera- 
peutics. I do not expect that doctors will quickly achieve 
such competence unless their interest be unusual; but 
I do suggest that many, five minutes after a consulta- 
tion has started, have said to themselves: ‘‘ only child.” 
Some no doubt will have gone further, simply because 
they have become aware, in some way, difficult to define, 
that a certain sort of person, is talking to them and have 
allowed a thought to flit through their minds, although 
the patient has talked only about his palpitation and 
chest pain, ‘‘I wonder has he an enuretic child ’’— 
and been right ! 

Present-day trends in search for methods of relieving 
emotional tension and its effects are in certain well- 
defined directions. Firstly, and least used, is formal 
psycho-analysis. Next come short methods of psycho- 
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therapy, consisting usually in more superficial studies 
of underlying tensions and perhaps little more than 
establishment of chronological correlation between 
stress and effect. This is probably the commonest kind 
of approach. Then come methods entirely mechanistic 
in concept, derived from experimental psychology, 
popular in limited informed circles and enthusiastically 
advocated by many completely ignorant of psycho- 
pathology. Next come methods which rely entirely 
on drugs which have either a general sedative effect 
or for which some special local effect within the nervous 
system is claimed—a method, of course, often used with 
another more fundamental approach. Then come the 
very important neurosurgical approaches. And finally 
the possibilities of group therapy appear to be of 
increasingly wide applicability and effectiveness. 

In assessing the place and relative values of these 
different ways of treatment, great difficulties arise at 
once. The formal analysts tell us nothing of their failures 
and little enough of their successes. Their method, 
as it would seem at present to be defined, makes it 
impossible that any analyst can treat in a working life- 
time more than an insignificant number of patients. 
Since treatment is recommended to last some five years, 
and during this period should occupy an hour a day for 
five or six days each week, any correlation between 
result and method must be extremely difficult to deter- 
mine. The analysts appear to forget that they are not 
treating patients in a vacuum. All the ordinary impacts 
of life, all man’s normal tendencies to try to do some- 
thing about his own situation for himself, and all the 
influences of casual conversation, of reading, or of the 
psychotherapeutic effect of music and the arts, of worldly 
success or of emotional contentment, are by no means 
completely kept away from a patient because he is 
being psycho-analysed. Even had I the knowledge so 
to do, I could not here discuss the place or methods of 
psycho-analysis, and I shall merely say that I agree 
entirely with Ida McAlIpine’s (1956) assessment in her 
Tribute to Freud, emphasising nevertheless a conviction 
that as a research method it has important and possibly 
unique contributions to make. But clearly, from a 
practical standpoint, conditions as common as those 
we are considering can never be routinely treated by 
classical analysis. The conditioning and comparable 
methods derived from pure psychology seem to me, 
even if successful in removing symptoms, to be symptom- 
atic therapy, and general objections to exclusively 
symptomatic treatment apply forcibly to most of these 
mechanistic methods. One feels they are little removed 
from treatment of the Charcot type of hysterical mani- 
festation by crude suggestion—often enough immedi- 
ately successful in relieving, for example, a hysterical 
paralysis, but failing to prevent later continued illness 
or calamities such as suicide. Drug treatment is often 
a necessary adjuvant; but as a sole method it is in 
general very disappointing, as a sober recent review 
by Leiberman and Vaughan (1956) indicates. Neuro- 
surgical relief has been of enormous benefit to thousands 
of patients ; but so far, at any rate, it has in the main 
been used far more in psychotic illnesses and very severe 
obsessional states, while in psychosomatic problems 
little experience has been gained. 

The fields in which group psychotherapy has been used 
extensively now include many common problems ranging 
between examples coming squarely into the definition 
of preventive action and those equally evidently in the 
domain of curative medicine, Slavson (1956), speaking 
from a wide experience, states that it was met with 
‘‘singular receptivity not only from professionally 
trained persons or patients but from the general com- 
munity as well. Group psychotherapy uniformly evoked 
favourable response and unresistive acceptance from the 
intelligent men in the street, from newspapers, popular 
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magazines and other media of communication, giving 
testimony to its acceptability.”’ He goes on to say : 

“Tt has been my conviction for many years that while the 
intelligence of masses cannot be trusted, their intuitive and 
instinctive responses are unfailing. Aggregates weaken the 
ego and rational understanding but sharpen instincts . . . the 
term ‘ group’ has always held a special fascination for man 
partly because his survival in nature was conditioned by 
association in group life and partly because group living 
presented the individual with special and arduous difficulties. 
Thus, all appeals to group action in group association command 
ipso facto attention.”’ 

You will not need to be reminded of Trotter’s celebrated 
essay (Trotter 1916). 

I have only once had the opportunity of examining 
some thousands of patients referred to me as an anony- 
mous office-holder with unknown predilections and 
interests, and perhaps only the first thousand of these 
came fully into this definition. At the Military Hospital, 
York, at the time of Dunkirk, I made a careful analysis 
of the first thousand patients referred to me, all with 
‘‘ organic ’’’ labels. Of these I found that 30% had no 
trace of organic defect and had disabilities which were 
entirely functional; 40% had some organic signs but 
had a disability which was wholly functional, while 
30% could receive an “ organic’’ label—including, 
however, in this group peptic ulcer, asthma, and numerous 
other conditions which, I need hardly say, I placed in 
the ‘‘organic’’ category with considerable cynicism. 
This ‘‘ organic’’ group included 9 patients with post- 
encephalitic parkinsonism, 6 of whom—the only 6 
correctly diagnosed—had been referred to me by a 
psychiatric colleague recently translated to an academic 
sphere ! 

If, as this and many comparable experiences, suggest, 
more than a third of all human illness contains an 
emotional element important enough to need recognition 
in treatment, it may be that the method of group therapy 
will prove the most practical means of extending psycho- 
therapy on a sufficiently broad scale. In contrast with 
the basic therapeutic principle in individual psycho- 
therapy—the fresh exposure of the patient under more 
favourable circumstances to emotional situations 
formerly incompetently handled—in group therapy the 
environment, is more variable, its effect on the patient 
more intricate, and the therapist’s control on environ- 
mental factors less complete. The simplest group treat- 
ment is the explanatory lecture in which the causation 
and mechanism of symptoms is explained. To the 
friendless and isolated, preoccupied with troubles, it 
often brings considerable relief to realise in a group setting 
that many others have to eontend with similar disabilities. 

One of the extraordinary things about group experience 
is the sharp reminder the therapist receives that words 
mean different things to different sorts of people, since 
untutored members of a group will quickly identify with 
astonishing precision the significance of quite ordinary 
remarks in group discussion, often to the initial dis- 
comfiture of a worker who may have spent hours in 
individual psychotherapy and missed the significance ; 
in this way group therapy is an important educative 
method for the therapist. The group is a testing-place 
for social reality; for the patients become aware of 
discrepancies between their fantasies and the feelings 
they evoke in their fellows. So many patients report 
that they have improved not only in the relief of symp- 
toms but also in social relationships outside the group, 
and so often does this happen in patients in whom other 
methods have failed after long trial, that in most 
important clinics group therapy seems at present to be 
an extremely interesting approach. 

An old and much respected friend, Dr. Hugh Barber, 
recently wrote : 

“To understand the personality or constitutional make-up 
of our patients is more in the realm of an art. It is learned 


F2 





286 THE LANCET] 


by experience which begins with sympathy and understanding 
rather than with theory and preconceived ideas. 

“It may be unfortunate scientifically but in practice it is 
common sense which will help our patients if we study their 
personalities in thought rather than in words. The time is 
not yet come, and possibly it never may, when the whole 
of medical practice is based on exact science.’’ (Barber 
1956.) 


He will not take it amiss, I feel certain, if I comment 
that this can be criticised in that knowledge of human 
constitution is already usefully formalised by the studies 
of W. H. Sheldon (1940, 1942) and his school, which, 
while by no means removing the art from the physician’s 
appraisal, teaches the inexperienced methods of dis- 
tinguishing differences between individuals. The studies 
of Sheldon and his associates on human temperament 
and human physique afford a most important and 
suggestive group of studies in constitutional differences. 


Their original thesis was that if human beings could be 
described in terms of their most deep-seated “ similarities 
and differences, it might prove not impossible to differentiate 
between heredity and the effects of environment.’’ In the 
study of temperament, they started with 650 alleged traits 
of temperament which they reduced finally to a short list 
of 60 traits which seemed to incorporate all the ideas in the 
650. All could be defined in the sense of having an opposite, 
and the individual traits were expanded to a 7-point graphic 
rating scale. An initial survey of 20 students studied analytic- 
ally for a year and all observed repeatedly in social settings 
in the same period with notes made on informal occasions 
and in analytical sessions, afforded a pilot study for a full- 
scale appraisal of personality variation in university students. 

They distinguished three main groups of temperament 
which they called viscerotonia, somatotonia, and cerebro- 
tonia. The emphasis in the first group seemed to be on the 
gut, in the second on muscle and activity, and in the third on 
concentration and attention. The degree in which each 
element could be identified in individuals was assessed. 


I would place both this study of temperament and the 
study of physique almost as obligatory reading for the 


informed doctor. 
* +. * 


The years since 1906 have seen a bewildering advance 
in the understanding of the complexities of biochemistry. 
As to the metabolic activity of the proteins of the brain, 
for example, Gaitonde and Richter (1956) say that the 
evidence : 


“ 


. . «+ leads to the conclusion that the proteins of the brain 
in vivo are in a state of rapid dynamic change. Phe half life 
of the methionine bonds in the brain proteins of about 
fourteen days, implies a half life of less than one day for a 
whole protein molecule of 80,000 molecular weight containing 
15 methionine units. If similar considerations are applied 
to the bonds of the 20 other amino acids and to the labile 
bonds of the phospholipid units in the lipoproteins, it would 
appear that the half life of some at least of the lipoproteins, 
which are the main organic constituents of the brain, must 
be of the order of seconds rather than days. This may be 
relevant to the problem of the engram, or the permanent 
trace that is left when nerve tissue is stimulated.”’ 


It is clear from this sort of work that it will be the enzyme 
chemists, those interested in the cell and its anatomy, 
physiology, and pathology, and ultimately the quantum 
biologists, who will discover the mechanism of memory, 
for submolecular events are at work. It is extraordinary 
how often some hitherto ignored or unknown substance 
has come to assume striking biological importance. 
Interaction between most of these and substances now 
long studied in the physiology of the pituitary gland and 
associated neural areas has been almost always shown 
to occur. There seems to be almost a rule that there is 


the potentiality at least of central control over the most 
remote peripheral mechanisms, a circumstance perhaps 
most clearly shown by Verney’s demonstration of osmo- 
receptors (1947) and by his work on the effects of emotion 
on urinary secretion (1946). 
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An example of a substance whose importance has been 
relatively recently and still only partially appreciated is 
5-hydroxytryptamine, of particular interest to the cardiologist 
since for the first time a relatively simple substance appears 
to be responsible for a valve lesion. The right-sided cardiac 
lesions apparently produced by the high blood-levels of 
circulating 5-H.T. released from gut or hepatic argentiffinomata 
are themselves of profound interest. The nature of the 
endocardial response produced suggests intriguing possibilities, 
especially when one considers that chemically 5-1.T. is related 
to plant growth hormones, that it is found in platelets and in 
concentration in the centrencephalon, that it is also released 
with the clotting of blood, and that it may be responsible for 
the fatal vasoconstriction of pulmonary embolism, renal 
cortical necrosis, and important effects on circulatory hemo- 
dynamics both generally and locally in renal and coronary 
circuits. No sufficient explanation of the usual localisation of 
rheumatic valve damage to the left side of the heart and the 
relatively unusual involvement of the valves of the right 
chambers has ever been found, and such explanation should 
also show why it is that the right-sided lesions occur only in 
patients in whom there is also severe left-sided damage. It 
now seems less odd to me that when I first heard before the 
war that Flanders Dunbar (1943) and her associates were 
contrasting, from the point of view of their personality and 
make-up, patients with rheumatic heart-disease with those 
suffering from a variety of other disorders. The idea then 
partly incomprehensible and partly fantastic now seems a 
little less outrageous. 


All the substances so far known to have profound local 
influences are capable of influence as to their amount and 
production by central events, and speculations could be 
continued in many directions for it is clear, as Dale (1943), 
and Page and McCubbin (1956), indicate, that much 
more will be discovered about this highly significant 
chemical. 
* *~ * 

In 1918 Freud wrote a paper, Should Psychoanalysis 
be Taught at the University? He considered and 
advocated the advisability from two points of view— 
that of psycho-analysis and that of the university. My 
own university regards a chair of mental health as a most 
urgent requirement. Pressure comes most strongly from 
those university teachers and members of governing 
bodies who have seen tragic consequences of medical 
ignorance of psychology and psychiatry and also have 
witnessed remarkable results from highly skilled psychi- 
atry. Putnam (1899) in his' famous Shattuck lectures, 
entitled Not the Disease Only but also the Man, made 
the point that ‘‘the physician is an educator,’’ and 
goes on: 

‘“* We all hear of the triumphs of surgery, and every doctor 
feels a personal pride in spreading the news of them abroad 
but there are not so many who know that there are men, as 
yet few in number, but of equal genius, who with equal 
devotion and study have been searching for means to change 
little by little the trend of the forces that work in the mind 
and are thus silently laying the foundations of a new departure 
in therapeutics. This is education of a high order but such 
studies as these must yield conclusions that the well trained 
doctor will find useful in his daily practice. ... The doctor 
is most obviously an educator in dealing with the training 
of children. To learn to do this sort of thing, to speak and 
comprehend the mental language of all sorts and conditions of 
men, is one of the many important tasks which the physician 
will in time learn to perform.”’ 


Putnam considered ‘‘a thorough preliminary course 
in psychology and philosophy far above a knowledge of 
botany or zoology, and following close on chemistry 
and physics, in the preparation for the work of the general 
practitioner ’’—and this fifty-seven years ago. In my 
view, a university without a chair of mental health 
fails to recognise the paramount importance of knowledge 
of this subject in the education of all who have to deal 
with people either in work, in the family, in schools or 
other experience. Only one university, as far as I know 
(that of British Columbia), has a chair of psycho-analysis, 
but it is noteworthy that the North American universities 
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have the most lively regard for the importance of mental 
health and education, and Dame Olive Wheeler, who 
has spent recent vacations lecturing at a number of them 
on these topics, tells me that the interest and critical 
appreciation of her audiences are outstanding. One 
looks forward to the time when all faculties and all 
teachers at every level of education will have a common 
meeting-place in university departments of mental 
health staffed with people representing many approaches 
and disciplines, and not bound to rigid doctrinaire 


systems. 
* * * 


Medicine has to consider itself in the social setting 
of its time and I would think no-one is more aware 
than a doctor of the changes in every aspect of life in 
the past fifty years. The rate of change has been such 
that the situation for the practising doctor has become 
truly frightening. His is the only profession in almost 
universal direct contact with the general public, and any 
thinking doctor will be aware that, if he has been qualified 
five years and has not been reading regularly, he is 
distinctly out of date. In my view, if he has been qualified 
ten years and has not read regularly, he is dangerously 
uninformed. The situation of anyone who left medical 
school twenty years ago and is still working on the teach- 
ing he received as a student without postgraduate 
education from journals, books, or meetings, is, unless 
he be a very unusual man, almost medieval as far as 
important parts of medical practice are concerned. 
The rate of change is increasing and if Sarnoff (1956), 
for example, is correct—and I see no reason to doubt 
the general validity of his suggestion—the next twenty 
years will see the events of the past fifty years com- 
pletely eclipsed by such advances as the availability 
of nuclear and solar energy, automatic instantaneous 
translation of languages, television in world-wide inter- 
individual communication, revolution in all forms of 
aerial transport, beneficent automation, vast arrays 
of new synthetic materials, new sources of food and new 
methods of expanding harvests, new forms of electronic 
light to remove perils of night driving and flying, wide 
extension of the uss of computors in recording and 
accounting, improved weather forecasting and even 
climatic control, universal education, a revival in religion, 
outlawry of war, and an avalanche of improvements 
in preventive, medicine and the probable extension of 
human life span to almost a century. Few would assert 
that many of these items will seem imaginative in twenty 
years’ time. The forecast is, perhaps, a little more precise 
than some would allow, but Sir George Thomson’s 
Forseeuble Future (1955) does not differ very materially 
from it. I am glad to see that Thomson believes ‘‘ the 
old ways of thought inherited from the Greeks and 
Hebrews and modified at the Renaissance will gradually 
change.’’ For me it is a matter of amazement that 
intelligent people should still consider there has been the 
slightest proof for the thesis that a classical education 
trains the mind in some unique fashion. 

The task of the practising doctor is already frighten- 
ingly complex, but if emotional factors already clearly 
determined in many frequent and important chronic 
disorders are also found of causative or other significance 
in diseases now thought to be the archetypes of ‘* organic,”’ 
then indeed will clinical differentiation become a night- 
mare unless medical education has changed funda- 
mentally its bias against systematic knowledge of the 
workings of the mind, its ignorance of the constitution 
of emotions, and its discreditable running away from 
reality. 

The rate of change in the world is such that the famous 
comment of the author of the Instincts of the Herd in 
Peace and War, who for so unhappy a reason must be 
much in mind at present, is especially apposite: ‘‘ Con- 
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servatism then is functional in a practical art, but let 
this fact remind us that in science it is necessarily meaning- 
less and always and wholly harmful.’ I suggest that 
before one dismisses mental factors in the etiology of 
disease as the irrelevant irresponsible vapourings of the 
uncritical, attention be given to studies such as those of 
Guetzkow (1951), Asch (1951, 1952, 1955), and Miller and 
Dollard (1941) on the effects of group and social pressure 
on opinions; for these are significant and disturbing 
and highly relevant in their implications. In all these 
matters, the view expressed when the Duke of Edinburgh, 
at his conference last July, emphasised the place of 
humility and respect in interpersonal relationships of 
all kinds, must surely stand the test of time. 


* * * 


Medicine before long will be faced with a public 
demanding a drug or alternative treatment for every 
discomfort, in the literal sense of the word, which may 
occur in life. People are preoccupied with ends and 
not means. Anxiety about security in home, work, 
social status, and national security is reaching patho- 
logical proportions, and every change in industrial 
method or material, in forms of energy or even 
astronomical theory, produces fresh hysterical herd 
reactions—for most of science and scientific changes are 
incomprehensible to the masses, and equally frightening. 
Are we as a profession in general clearer in our views 
on mental health and the treatment of mental illnesses 
than we were three hundred years before Sherrington’s 
Silliman Lectures? In Macbeth Shakespeare’s physician 
is seen to be a cautious doubting man, preferring the 
evidence of his own senses to the reports of others, 
competent in case-recording—even forestalling Alice 
Through the Looking Glass (‘‘ the horror of that moment,”’ 
the King said, ‘“‘I shall never never forget.’’ ‘‘ Oh 
yes you will,” the Queen said, ‘‘ unless you make a 
memorandum of it’’), aware that sleep-walking can 
be due to nervous disturbance from ordinary as well as 
from bizarre happenings, and very conscious of the risks 
of suicide. At the same time, with many a modern 
doctor, he suggests it is either for the Church or for the 
patient to deal with the problems of mental health ; 
and, in the last resort, how like he is to most of us who 
prefer somedne else to deal with the problems of mental 
health in our patients. 

Where then do Sherrington and Freud come closest 
together—the one philosopher and poet, as well as in 
Fulton’s words ‘‘the most profound student of the 
nervous system the world has yet known,” and the 
other. initially biologist and neurologist, the main 
architect of our beginning understanding of the mind ? 
The final sentences of Man on his Nature seem to me 
relevant and most noble words : 


‘* Natural knowledge has not forgone emotion. It has simply 
taken for itself new ground of emotion, under impulsion 
from and in sacrifice to that one of its ‘ values,’ Truth. Its 
view of the world and of itself is based upon the purview 
of what by its lights it can accept as true. In that way much 
that is comfortable in other religions lapses. If you will, 
man’s situation is left bleaker. One feature of that situation 
is that the human mind, such as it is, is left the crown of 
mind to which human life in all its needs has direct access. 
Compared with a situation where the human mind beset 
with its perplexities had higher mind and higher personality 
than itself to lean on and to seek counsel from, this other 
situation where it has no appeal and no resort for help beyond 
itself, has an element of tragedy and pathos. Ours is a situation 
which transforms the human spirit’s task, almost beyond 
recognition, to one of loftier responsibility. It elevates that 
spirit to the position of protagonist of a virility and dignity 
which otherwise the human figure could not possess. It raises 
the lowliest human being conjointly with the highest, Prome- 
theus-like, to a rank of obligation and pathos which neither 
Moses in his law-giving nor Job in all his suffering could 
surpass. We have, because human, an inalienable prerogative 
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of responsibility which we cannot devolve, no, not as once 
was thought, even upon the stars. We can share it only with 
each other.” 
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boys and girls whose precociousness suggests that 
they are likely winners of scholarships, are taken as young as 
possible and crammed with specialist knowledge like geese. 
The harmful effects of this system are twofold. In the first 
place, the late-developer is penalized. If, as I believe, the 
evolution of man from his sub-human ancestors has largely 
been achieved by progressive delay in development, pro- 
longation of childhood and retardation of maturity, the 
premium which we place on precociousness works directly 
against the processes which have mage man what he is and 
may make him into Homo sapientior. ... It is certainly to the 
good that there should be provision for rewarding the pre- 
cocious, but surely not to the point where scholarships will be 
awarded to babies if they can converse before they are two 
years old; . . . From their performance when at school it is 
clear that neither Newton nor Darwin would have won 
scholarships on our existing system, and that is serious. 

* The second harmful result of precocious specialization is 
that general subjects are displaced from a boy’s or girl’s 
education, perhaps for ever. The effect of this bears more 
heavily on science than on the humanities, because if a boy 
spends in dissecting the dogfish and frog the time when he 
might be acquiring a grounding in English by the most 
critical method, which is by means of latin prose, it will be 
increasingly difficult for him to go back afterwards and make 
up for what he missed. On the other hand, the boy who has 
had a grounding in the humanities is in the fortunate position 
that he can at any time broaden himself by simply walking 
into a laboratory, if only he will. In my experience that is 
the source of the best scientists of all. . . . Incidentally, this is 
my contribution to the problem of increasing the supply of 
scientists, for there is no need to wait until all the schools 
have science masters, and fully equipped laboratories, if the 
universities will make scientists of students with a good general 
education.”’—Mr. Gavin DE BEER in the Rickman Godlee 


lecture for 1956 delivered at University College Hospital. 
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A Group of six patients with unusually chronic 
ulceration of the leg associated with a rheumatoid type 
of arthritis is here described. Reasons are given for 
regarding these as manifestations of disseminated 
lupus erythematosus. 

Case-reports 


Case 1.—A housewife, then aged 28, began to develop 
rheumatoid arthritis in 1950, 2 months after an attack of 
salpingitis which had settled down after treatment with 
penicillin and sulphonamides. In 1952 she had a rash on the 
upper part of the front of her chest, 3 weeks after starting 
gold therap;. 3 weeks later, the rash having subsided, gold 
injections were re-started and continued for 14 weeks, when 
they were discontinued owing to the reappearance of the 
rash. This subsided within 2 weeks of stopping the injections. 
In 1954 subcutaneous swellings began to appear on the 
backs of her elbows. During the period March, 1954, to 
March, 1955, she received two courses of bee-sting therapy 
applied to the skin overlying her affected joints. In June, 
1955, an ulcer began to develop on each ankle, and in 
February, 1956, she had dry pleurisy lasting a week. 

Ezxamination.—In April, 1956, she was underweight 
(6 st. 10 lb.) and crippled with rheumatoid arthritis, many 
subcutaneous “ rheumatoid ’’ nodules were present on the 
extensor surfaces of her arms and over her scapula. There 
was a clean-based ulcer 7-5 X 5-5 cm. on the outer side of 
her right ankle and one 3 x 2-5 cm. on the outer side of the 
left ankle. The finger-nail folds showed many elongated 
telangiectases. 

Investigations.—Urine deposit—a few red cells and white 
cells. Culture sterile. Blood-urea 27 mg. per 100 ml. Urea- 
clearance 50% and 31% of normal. Intravenous pyelogram 
normal, Blood-counts showed persistent hypochromic 
anemia. White-cell counts normal. Blood for lupus erythema- 
tosus (L.E.) cells strongly positive. Plasma-proteins 7-8 g. per 
100 ml. (albumin 3-5 g., globulin 4:3 g.). Electrophoretic 
pattern : raised y-globulin and «,-globulin. Blood Wassermann 
reaction negative. 

Progress.—' !i39 smaller ulcer healed in 7 weeks with bed 
rest and local treatment. The larger ulcer healed only after 
pinch grafting, but 12 weeks later it broke down and the 
whole graft was lost. At the same time a fresh ulcer appeared 
just below the outer side of the left knee. 


Case 2.—A housewife, then aged 51, first developed 
symptoms of rheumatoid arthritis in 1943. From 1951 to 
1954 she was treated with courses of phenylbutazone and 
gold. In 1953 nodules appeared over her elbows, and early 
in 1955 an ulcer developed on her left ankle. 

Examination.—In February, 1955, she 
crippled with rheumatoid arthritis, with ‘‘rheumatoid”’ 
nodules on the backs of the arms and hands. An ulcer 
10 x 6 cm. was present on the outer side of the left ankle and 
one about 2 cm. across on the medial side of the base of the 
left first toe. X-ray examination of the chest showed an area 
of segmental collapse at the right base which persisted in spite 
of active treatment. In May and October she had two attacks 
of constant lower abdominal pain associated with nausea 
and vomiting, and a temperature of 101°F on one occasion ; 
apart from slight tenderness, no other abnormal findings were 
made clinically or radiologically. In August she had an attack 
of loss of consciousness lasting 2 minutes. While lying in bed 
she became cyanosed but there was no clonic phase and she 

yas not incontinent. On recovery she complained of severe 
right-sided headache. Heart and central nervous system 
were subsequently normal, as were the electro-encephalogram 
and skull X-ray films. 

Investigations.—Urine normal. Blood-counts showed 
constant hypochromic anemia and leucopenia. Blood for 
L.Z. cells: strongly positive on two occasions and negative 
on two. A positive finding was not associated with any 
exacerbation of her condition. Plasma-proteins 7:7 g. per 
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100 ml. (albumin 3-8 g., globulin 3-9 g.). Electrophoretic 
strip showed a raised a,-globulin and a slightly raised 
y-globulin. Wassermann reaction negative. 

Progress.—No healing at all could be induced in these 
ulcers in spite of 9 months in hospital. Grafting failed, as 
did local injections of hydrocortisone. Systemic steroid 
therapy was not given owing to her age, and the marked 
osteoporosis resulting from her immobility. 


Case 3.—A man first developed symptoms of rheumatoid 
arthritis in 1947, at the age of 40. In 1949 he had dermatitis 
following two courses of gold injections. In the same year 
an ulcer developed on the outer side of his right ankle, and in 
1954 on the medial side of his right first toe. Also in 1954 
nodules appeared over his elbows. In June, 1955, he was 
found to have left-sided papilledema and right-sided optic 
atrophy. At the time it was thought that this might be 
secondary to a toxic hydrocephalus, either in association 
with the arthritis, or due to phenylbutazone. 

Examination.—In December, 1955, he had crippling 
rheumatoid arthritis, ‘‘ rheumatoid’’ nodules over the 
elbows, and a clean-based ulcer 5 X 6 ecm. over the outer 
side of the right ankle and one about 1 cm. across over the 
medial side of the right first toe. 

Investigations.—Urine normal. Persistent normochromic 
anzmia. White cells normal. Blood for L.x. cells positive. 
Plasma-proteins 6-9 g. per 100 ml. (albumin 4-4 g.; globulin 
2-5 g.). Electrophoretic pattern showed a raised «,-globulin. 
Wassermann reaction negative. 

Progress.—No change in the appearance of the ulcers 
during 2 weeks in hospital. 


Case 4.—A lorry-driver developed symptoms of rheumatoid 
arthritis in 1946 at the age of 40. In 1952 nodules appeared 
over the elbows, and in October, 1955, an ulcer developed 
on the right lower leg. Previous treatment for the arthritis 
included gold, phenylbutazone, and corticotrophin (A.C.T.H.), 
with no recorded drug eruption. 

Examinaticn.—In December, 1956, he had gross arthritis 
with rheumatoid nodules and a clean-based ulcer 2-5 em. in 
diameter over the medial side of his right lower leg. All 
tendon reflexes were brisk, with bilateral extensor plantar 
responses. There was superficial sensory loss over the dorsum 
of the left foot. Cerebrospinal fluid was normal. X-ray 
films of the cervical spine showed spondylosis, but those of 
the lumbar spine showed no abnormality. Dr. R. Gilliatt 
considered that the neurological findings were probably 
due to the patient’s cervical spondylosis. 

Investigations.—Persistent microscopic hematuria. Renal- 
function tests and pyelogram normal. Cystoscopy by Mr. E. W. 
Riches showed hyperemia of the prostatic urethra of sufficient 
degree to account for the hematuria. Blood-count normal. 
Blood for L.£. cells negative on eight occasions. Plasme- 
proteins 6-1 g. per 100 ml. (albumin 3-4 g.; globulin 2-7 g.). 
Electrophoretic pattern showed grossly raised «,-globulin. 

Progress.—There was no healing on bed rest and local 
applications alone. Healing began and continued slowly 
to completion over 12 weeks on daily corticotrophin (a.c.1T.H.) 
gel intramuscularly. 


Case 5.—A housewife first developed symptoms of rheuma- 
toid arthritis at the age of 20 in 1934. She had gold dermatitis 
in 1935. A severe relapse of her arthritis followed pregnancy 
in 1943, and about the same time nodules began to appear 
on the backs of her hands and elbows. In 1953 an ulcer 
rapidly developed over her left ankle. The following year she 
developed soreness of the eyes and has since been under 
Mr. Derek Ainslie’s care for the treatment of episcleritis 
and scleritis. 

Examination.—In April, 1954, she had very severe arthritis, 
*‘ rheumatoid ’* nodules over the elbows and backs of hands, 
and a clean-based ulcer 10 x 9 cm. over the medial side of her 
left ankle. 

Investigations over the years 1952 to 1956 have shown 
recurrent urinary infections. Pyelogram normal. Blood- 
counts have shown a persistent normochromic anzmia. 
White cells normal. Blood for L.£. cells negative on the one 
occasion tested. Electrophoretic pattern showed raised 
y-globulin. Wassermann reaction negative. 

Progress.—Two attempts at grafting in July and August, 
1953, failed. No local treatment was of any avail. The ulcer 
eventually healed in March, 1956, 4 weeks after beginning 
oral cortisone. 2 weeks later, however, a fresh ulcer developed 
on the medial side of the left ankle. This ulcer was still present 


in September, 1956, in spite of continued oral cortisone 
(25 mg. b.d.). 

Case 6.—This man, then aged 45, first developed symptoms 
of rheumatoid arthritis in 1945. In 1947 he had nodules 
over the left elbow for 6 months. At the time he was told 
that they were “rheumatoid.’’ Raynaud’s phenomena in 
the hands and feet began in 1952. In 1953 he had gold 
dermatitis and in April, 1954, an ulcer appeared on the 
medial side of the right ankle. 

Examination.—In November, 1954, he had severe arthritis, 
dusky erythema, and telangiectases at the bases of the finger- 
nails, and a clean-based ulcer 2-5 cm. in diameter over the 
medial side of the right ankle. 

Investigations.—Urine deposit : 
admission ; subsequent deposits 
showed mild hypochromic anemia. Blood for L.z. cells 
(November, 1954) negative; (September, 1956) positive. 
Plasma-proteins 6-0 g. per 100 ml. (albumin 3-6 g. ; globulin 
2-4 g.). Electrophoretic pattern showed a raised «,-globulin. 

Progress.—The ulcer slowly healed over 12 weeks’ treat- 
ment in hospital, during which time he received hydrocortisone 
subcutaneously into the base of the ulcer (25 mg. twice 
weekly). 


occasional red cells on 
normal. Blood-counts 


Histology of the Ulcers 


Biopsies were made in cases 1, 2, 5, and 6. They may 
be considered together. 

The histological features were best shown by the 
biopsy specimen from the edge of the deep ulcer in 
ease 5. At the margin of the ulcer its floor was formed 
by- inflammatory vascular granulation tissue, but this 
soon gave place to necrotic tissue which extended in 
places to the deep limits of the specimen, which was 
0-75 cm. thick. Irregular band-like areas of necrosis 
of the fibro-fatty subcutaneous tissue and dermis 
extended some distance beneath the apparently intact 
skin, and the presence of necrotic tissue at the deep 
limit of removal of the specimen made it hardly surpris- 
ing that grafts failed to take over the ulcer. The necrotic 
areas, though so extensive and involving fatty tissue 
in addition to collagen, had at their margins palisaded 
rows of elongated histiocytes characteristic of the 
nodules of rheumatoid arthritis. Necrotic fat cells were 
seen in places surrounded by histiocytes or foam cells, 
and a few giant cells were present. In the areas interven- 
ing between necrotic zones there was considerable 
fibroblastic proliferation and infiltration with lympho- 
cytes and plasmacytes. Smaller biopsies from the ulcer 
floor of this patient at a later stage showed only non- 
specific chronic inflammatory changes with a granulation 
lining to the ulcer. 

Small biopsies from the margin of the ulcerated area 
in cases 1, 2, and 6 showed necrotic collagen bounded 
by a palisade of histioeytes and fibroblasts together 
with occasional giant cells flooring the ulcer, but without 
any extensive necrosis in the deeper tissues. 


Discussion 


We have been struck by the similarity of the clinical 
pictures presented by these six patients. All had severe, 
crippling, and apparently typical rheumatoid arthritis 
with many subcutaneous nodules; and the appearance 
of the ulcers was so uniform that, after seeing the first 
few patients, we felt that cases could be recognised by an 
examination of the ulcer alone. 

In most cases the ulcers were on the lower third of the 
leg either on the inner or on the outer surface; in one 
case the upper part of the leg, just below the knee, 
was involved and in another the toe and foot. We 
have not been able to witness the onset, but it seems 
that the earliest sign is a painful induration about 
1 cm. across, which in the course of a week or two breaks 
down to form a punched-out ulcer. In case 1 an ulcer 
3 weeks old was already deeply punched out, about 
1-5 cm. across, with smooth regular edges. There was 
no slough and the floor appeared to be formed by the 
subcutaneous tissue. Around the ulcer was a dark red 





290 


THE LANCET] 


flush extending about 3 cm., with very little palpable 
induration and no surrounding edema. Larger ulcers 
retain these characteristics. The largest have been 
10 cm. across, always with smooth even outlines. The 
floor is uneven, with a varying amount of whitish slough 
which can usually be easily removed, and comparatively 
little pus. Granulations do not form readily. Surrounding 
erythema and induration are not prominent, and sub- 
cutaneous cedema is slight or absent. Pain is a constant 
feature, sometimes severe. 

Varicose veins, antecedent phlebitis, and other evidence 
of vascular stasis in the legs, were not found. In only 
one of these patients did the ulcer heal with rest in bed 
and local treatment with antiseptics or antibiotics, and 
it seemed clear that neither local infection nor vascular 
stasis was playing an essential part. The leg pulses 
and the skin-temperature were normal. 

Laine and Vainio (1955) reported twelve cases of skin 
ulceration among about two thousand patients with 
arthritis. Their description of torpid ulcers resulting from 
breakdown of a cutaneous nodule fits in with our 
observations, but they do not seem to have been struck 
by any other features in their cases. Skin ulceration is 
not a recognised feature of rheumatoid arthritis and 
in all our cases further investigation has yielded more 
information. In four of the six, L.E. cells have been 
found in the peripheral blood; four have had drug 
eruptions in the past; a multitude of other symptoms 
of great variety were all compatible with the diagnosis 
of disseminated lupus erythematosus. 

The distinction between rheumatoid arthritis and 
disseminated lupus erythematosus is perhaps not so 
clear or so valid as terminology would imply; on the 
other hand, the diagnosis of disseminated lupus erythema- 
tosus covers a wide variety of clinical syndromes. There 
is a great deal of difference between our cases and the 
more acute syndromes with skin eruptions, grave 
systemic upset, and a high mortality, even though the 
underlying pathological mechanism may be closely 
similar. Harvey et al. (1954), in a comprehensive review, 
do not include skin ulceration of this kind as a feature 
of disseminated lupus erythematosus. All our patients 
had ‘‘ rheumatoid arthritis ’’ as their severe and dominat- 
ing feature; all are running a chronic course, and only 
in case 2 has the general health been much affected. 
This seems to indicate a relatively benign and slow 
progress of the disorder. Our view that the skin ulcera- 
tion is a part of the general illness is supported by its 
failure to improve with ordinary local treatment and by the 
recovery which followed steroid therapy in three patients. 

The mechanism of the ulceration is not certain. Laine 
and Vainio suggest that the ulcers result from the break- 
down of rheumatic nodules, but this does not seem to 
be so in our cases. We did not find any notable induration 
in the base of the ulcers, and in no case had the patient 
been aware that a subcutaneous nodule of the usual type 
preceded the ulcer. In case 2 several ordinary rheumatic 
nodules had broken down, discharging on the surface 
through a small slit-like sinus, and sufficed to emphasise 
the different picture thus produced. Histological studies 
suggest that collagen necrosis may be the primary 
lesion; it may be of course that the primary lesion 
in the skin is the same as that which originates a rheumatic 
nodule in the deeper tissues, forming an ulcer in the one 
cease and a proliferative tissue reaction in the other. 
Our histological findings are compatible with this 
explanation, but evidently more biopsies, preferably of 
early lesions, are required. It is noteworthy that all 
our patients had many subcutaneous nodules: this is 


perhaps of significance since most series of rheumatoid 
arthritis give a frequency for nodules of no more than 
about 20% of cases. 

That we have observed six cases of this kind in the 
space of 2 years suggests that they are not extremely 
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uncommon. In view of their site it may well be that 
they are usually regarded as due to vascular stasis to 
which the immobility produced by arthritis contributes. 
We believe, however, that though vascular stasis may 
play a minor part in producing the lesion, the distinction 
from ulceration due to stasis can be clearly drawn by 
the absence of all evidence of venous stasis and the 
failure, usually, of the ulcers to make any notable 
response to rest in bed. The distinction is an important 
one, partly because of the disseminated character of the 
underlying disease, partly because of the entirely different 
treatment requirements. Steroid therapy, which regularly 
produces a response in disseminated lupus erythematosus, 
is probably the only measure likely to help the ulcers. 

In three cases we were particularly struck by the 
failure of grafting. These were all granulating satis- 
factorily and appeared to be ideally suitable, so that the 
failure of grafting was surprising. It perhaps suggests 
that auto-antibodies may be responsible for the 
destruction of the graft; on the other hand, histological 
examination suggested that the grafts failed because 
an ulcer which appears to be granulating well still has 
necrotic collagen in its base. 

’ 
Summary 

Six patients are described, in all of whom a rheumatoid 
type of arthritis was followed by painful ulceration of 
the leg. Further observation permitted the diagnosis 
of disseminated lupus erythematosus. 

Owing to the multi-faceted clinical picture shown by these 
cases, they have been seen by many members of the staff 
of the Middlesex Hospital. Thanks are due to them for 
permission to extract details from their records and particu- 
larly to the staff of the Bland-Sutton Institute of Pathology 
and the Courtauld Institute of Biochemistry for their work 
on the special investigations. 

Cases 1, 2, and 6 were shown at a meeting of the dermato- 
logical section of the Royal Society of Medicine on Oct. 18, 
1956. 
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STEVENS-JOHNSON SYNDROME 
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THouGH much has been written about erythema 
multiforme exudativum (Stevens-Johnson syndrome) 
the etiology is still in doubt, and the efficacy of treat- 
ment is by no means established. Five cases are here 
presented, four of which I saw in the medical wards of 
two hospitals; the fifth was not seen, but her records 
were found in reviewing cases of erythema multiforme 
in one of these hospitals. They are reported for the 
following reasons : 

(1) Two cases were fatal—an uncommon outcome. 

(2) In one case necropsy and microscopic examination 
revealed changes not previously described. 

(3) The difficulties of ascribing this (or indeed any) 
condition to drug allergy are demonstrated. 

(4) The difficulties of ascribing curative properties 
to any drug, and the tendency to repeated self-limited 
attacks with eventual complete remission, are illustrated. 


Case-reports 
FIRST CASE 
A motor-driver and oil storeman aged 25 was admitted to 
hospital on Nov. 24, 1949, complaining of pain in the left 


side of the chest and productive cough for 8 days. He had 
been off work for 4 weeks because of a severe “ chest cold.’’ 
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This had apparently cleared up, and he had been wp and about 
for a few days when he developed the pain in his chest, which 
was pleuritic. Since then a troublesome cough had appeared, 
with copious pinkish sputum. On the day before admission, 
the pain in the left chest was replaced by an aching pain 
across the front of the chest, not aggravated by deep breathing 
or coughing. His nose had been blocked, and had bled several 
times. He had no other symptoms. His previous health had 
been good, he had never been given sulphonamide drugs, 
and there was no personal or family history of allergy. His 
father had died of “nephritis and hypertension’ and his 
sister had died in her thirties of “coronary thrombosis ”’ 
unconfirmed by electrocardiogram or necropsy. 

Examination 

His temperature was 1008°F, pulse-rate 86 per min., 
and respiration-rate 25 per min. on admission. There were 
no rashes or palpably enlarged lymph-glands. His nose 
was blocked and his voice nasal in character; his face 
appeared rather bloated. A whitish membrane covered the 
tongue and fauces, and the tonsils were enlarged. There 
was diminished movement at the left lung base and medium 
rales were heard at both bases. 

The blood-pressure (B.P.) was 145/80 mm. Hg. No other 
abnormality was made out, and the urine was normal. 
Treatment and Progress 

He was given crystalline penicillin 125,000 units 3-hourly 
intramuscularly ; his temperature varied between 102°F 
and 98°F. The nasal congestion increased until on Nov. 28 
the nose was blocked with blood-clot, and the fauces, uvula, 
palate, and tongue were covered with raised yellowish white 
papules with surrounding cedema and erythema. The chest 
signs were unchanged, and radiography had shown prominent 
hilar shadows and some loss of translucency in the right 
costophrenic sinus. The white-cell count was 6000 per c.mm. 
with a normal differential count. Bacteriological examination 
of the sputum and throat-swabs revealed no specific pathogens. 
Agglutination tests for the enteric group and brucella were 
all negative. 

The conjunctive became inflamed to the extent of chemosis. 
The voice was reduced to a croak, and the breathing was 
stertorous. Necrotic ulcers on the fauces became confluent, 
and shallow necrotic ulcers appeared over the buttocks and 
elbows. These lesions began as vesicles, became hemorrhagic, 
and then broke down to form ulcers with dry black bases, 
varying from '/, to 1'/, in. in diameter. The fauces and 
uvula became so necrotic that the latter seemed on the point 
of sloughing off, and a few hemorrhagic lesions appeared 
on the lips. The conjunctivitis remained acute and sub- 
conjunctival hemorrhages appeared. Cultures of further 
throat-swabs produced a growth of Staphylococcus pyogenes, 
and no diphtheria or Vincent’s organisms were detected. 
The blood was sterile and contained no cold agglutinins. 
The white-cell count rose to 12,000 per c.mm. with a pre- 
ponderance of polymorphs, and the hemoglobin fell from 
80 to 60% (Sahli). The erythrocyte-sedimentation rate 
(E.s.R.) (Wintrobe) was 58 mm. in one hour. The blood 
Wassermann reaction was “? negative’’ and Meinicke 
‘“* negative.’’ As’ the illness progressed, a little albumin was 
found in the urine and a few granular casts. There was slight 
cedema of the ankles and a left-sided pleural effusion appeared. 
Aureomycin (chlortetracycline) 250 mg. orally 6-hourly was 
given from Dec. 2 to Dec. 5, and then promethazine 25 mg. 
orally t.id. The penicillin was continued and mouth-washes 
given. He died on Dec. 9 after gradual weakening of 
respiration. 

Necropsy 

There was congestion and ulceration of the entire respiratory 
tract. The lungs, particularly the lower lobes, were studded 
with large yellowish necrotic zones which were firm and 
honeycombed. Both lower lobes were covered with a fibrinous 
exudate. The hilar lymph-glands were fleshy, large, and 
hemorrhagic. 

The heart was large (500 g.) but, apart from mild atheroma 
in the coronary arteries, was normal. A large ulcer (again 
with a yellowish tinge) was found in the jejunum, and there 
were many superficial ulcers in the ileum. The liver was very 
large (3000 g.) but appeared normal in texture. The spleen 
was also large (700 g.) and covered with a fibrinous exudate. 
On section the whole spleen appeared to be in a state of 
infarction, with numerous yellowish necrotic areas again 
with a honeycomb appearance. The kidneys were a little 
larger than normal and the right contained a few recent 
infarcts. 


ORIGINAL ARTICLES 


[res. 9, 1957 29] 
Histology 

Lungs.—The essential lesion in the lungs seems to be 
fibrinoid necrosis of the capillaries and complete destruction 
of lung tissue in the affected areas. These areas are seen as foci 
of necrotic cellular debris with a surrounding granulomatous 
reaction with giant cells. 

Kidneys.—In the right kidney there are typical segmental 
and focal lesions of polyarteritis nodosa involving the inter- 
lobular arteries, with infarction of the corresponding segments 
of parenchyma. The glomeruli have the appearances of peri- 
glomerular granulomata described by Davson, Ball, and 
Platt (1948). 

Spleen.—In the. spleen there are multiple and sometimes 
confluent necrotic foci of varying size with surrounding 
granulomatous reaction, as well as occasional segmental 
fibrinoid necrosis of trabecular arteries. 

Skin.—The lesions of the skin and mucous membranes are 
essentially infarcts. 

Lesions of polyarteritis nodosa are confirmed micro- 
scopically in the testes, skeletal muscles, myocardium, and 
peripheral nerves. 


The pathological diagnosis is Wegener’s granuloma- 
tosis. A more detailed description of this case will be 
published in a journal of pathology. 


SECOND CASE 


An unmarried woman clerk aged 33 was admitted to 
hospital on June 19, 1950, with a history of joint pains for 
10 days and scattered skin lesions for 7 days. After 2 days 
of vague stiffness in the limbs, she had severe aching pains 
in the arms, and her hands and wrists began to swell; at 
the same time an eruption appeared on the buttocks. The 
pain continued for 3 days and then improved. She was then 
given salicylates by her doctor, and next day her pains were 
again severe and seemed to flit from joint to joint. On 
admission she complained little of joint pain, however, but 
mainly of ulceration of the mouth which had appeared the 
previous day. At the same time a rash had appeared on both 
hands and the right elbow, and below the left breast. There 
had been no cough and no urinary upset, and menstruation 
was normal. 6 months previously she had had an attack 
of joint pains and mouth ulceration lasting only a few days. 

At 18 she had had radiotherapy for thyrotoxicosis but 
the result was poor. For 2 years before admission she had 
been taking thiouracil, never less than 50 mg. daily, and 
for many months 75 mg. Otherwise her health had been 
good and she had never taken sulphonamide drugs. There 
was no persogal or family history of allergy. 


Examination and Investigations 

Her temperature was 101-4°F, pulse-rate 120 per min., 
and respiration-rate 27 per min. on admission. She was 
flushed and her eyes were prominent, but there was no 
conjunctivitis. Enlarged lymph-glands were noted in the 
retro-auricular regions and in the posterior triangles of the 
neck. The right lobe of the thyroid gland was enlarged and 
firm. Scattered macules and vesicles were present over the 
scalp and forehead, and on the dorsa of the hands and wrists. 
A few of the vesicles were hemorrhagic, and under the left 
breast there was a weeping maculo-papulo-vesicular eruption. 
There were a few hemorrhagic vesicles over the right ole- 
cranon, and a further twenty over the sacrum and buttocks 
(1/, in. in diameter). The remaining areas of skin were flushed 
but otherwise normal. 

There was a hemorrhagic vesicle on the lower lip, and 
sordes on the inner aspect of the lips. The tongue was coated 
with a brownish fur, and ulcerated, most deeply at the right 
border. The upper pole of the left tonsil bore a yellowish 
slough, and there were small ulcers over gums and fauces. 
The joints seemed normal apart from some pain and tender- 
ness in the knees and a doubtful effusion into the left knee. 
Apart from the expected manifestations of thyrotoxicosis, 
the cardiovascular system was normal. There was no evidence 
of pulmonary disease. The external genitalia appeared normal. 
The white cells numbered 3500 per c.mm. on admission and 
50% were polymorphonuclear cells. Platelets were present 
in normal abundance. 


Treatment and Progress 

Penicillin 125,000 units 8-hourly was given from June 19 to 
30 and promethazine, 25 . tid. from June 19 to 26, and 
25 mg. daily till July 1. ter 2 days her general condition 
had greatly improved, and after 5 days she was apyrexial. 
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The condition of her mouth and skin improved steadily 
and the blood-picture remained the same. 

Thyroidectomy was later performed by Mr. T. Murray 
Newton and although 3 months had elapsed since thiouracil 
was stopped, the gland was still very vascular and showed the 
changes characteristic of thiouracil therapy. Her subsequent 
health has been good. 

THIRD CASE 

This patient was not seen by me but her records were 
found among those of cases of erythema multiforme admitted 
to the Western Infirmary, Glasgow. 

An unmarried girl of 23 was admitted from an island of the 
Outer Hebrides ‘on Nov. 12, 1941. She was then suffering 
from the fourth of a series of attacks—the first three having 
been in February, July, and September of the same year. 
Each consisted of ulcerative stomatitis, conjunctivitis, 
vesicular and pustular lesions on the trunk and limbs, and 
an apparently severe anemia. 

Evidently she was severely ill each time. Her own doctor 
was very anxious about her and suspected agranulocytosis. 
In the absence of local facilities, in war-time, he was forced 
to risk giving her sulphonamides, and the results appeared 
good. Eventually she was referred to hospital because it 
was feared that a further attack might prove fatal. She had 
had a child a year previously, and the puerperium was com- 
plicated by a ‘“‘somewhat toxic spell.’’ Her doctor could 
not be sure whether he gave her sulphonamides at that time 
but thought he might well have done so. 

She spent only 3 days in hospital and the notes are not very 
full. Her hemoglobin was 55%, (Sahli) but there is no record 
of further blood examinations. A chest radiograph and a 
fractional gastric analysis were normal. 

In 1951 her doctor was able to tell me that she had had one 
further attack and had thereafter remained well. There was no 
allergic background, but her half-sister had a mild erythema 
multiforme, followed by pulmonary tuberculosis from which 
she died. 

FOURTH CASE 

A shop manageress aged 23 was admitted to hospital on 
Dec. 23, 1953. A week before, malaise, sore throat, headache, 
and cough had developed. She had sweated unduly and her 
voice had become hoarse. 4 days before admission her eyes 
became painful and inflamed, and her mouth and lips became 
swollen and ulcerated. On the night before admission she 
was delirious. There was no history of dysuria or of urethral 
or vaginal discharge. - She had had sulphonamides for 3 
days and two injections of penicillin. Her previous health 
had been good. 


Examination 

Her temperature was 100-6°F and she looked ill. There 
was ulcerative stomatitis and hemorrhagic crusting of the 
lips and buccal mucosa. The conjunctive were much injected 
and cdematous. No enlarged lymph-glands were found. 
Her limbs and trunk were covered with scattered erythema- 
tous circular lesions up to 1 em, in diameter. These are 
shown in the figure. Some were of the “iris’’ type. No 
abnormality was made out in the chest on admission, but 
3 days later clinical and radiological signs of left basal collapse 
and consolidation appeared. The skin lesions did not ulcerate, 
but several be- 
eame bullous. 
Her mouth was 
very uncomfort- 
able, and eating 
and speaking 
caused pain. 


Treatment and 
Progress 

On the day 
after admission 
the temperature 
returned to 
normal, and in 
the next week 
reached 99°F only 
twice. A course 
of cortisone by 
intramuscular in- 
jection was begun 
on Dec. 24—100 
mg. t.id. for 1 
day, 100 mg. b.d. 





ORIGINAL ARTICLES 





FEB. 9, 1957 
[ 





oe 


Skin lesions in case 4. 


for 2 days, and then 100 mg. daily. During this period the 
skin lesions persisted but there was some improvement in 
the conjunctivitis. The mouth remained grossly ulcerated. 

On Dec. 29 the temperature rose suddenly to 103°F and 
corticotrophin (A.c.T.H.), 25 mg. t.i.d. intramuscularly, was 
substituted for cortisone. 4 days later she was very much 
better. The mouth was almost healed and the skin lesions 
were fading. The eyes were almost back to normal. Cortico- 
trophin gel was then given (20 mg. daily for 15 days) and 
there was no recurrence of symptoms. She was also given 
crystalline penicillin, 500,000 units intramuscularly on 
Dec. 29, followed by procaine penicillin 300,000 units b.d. 
for 5 days. 

The white-cell count on admission was 7400 per c.mm. 
with a normal differential count. On Dec. 29 this had risen 
to 13,000 per c.mm. The £.s.R. (Wintrobe) was 4 mm. in 
one hour on Dec. 29. Blood-culture was sterile and two 
buccal swabs showed no specific flora on direct examination 
and culture. A repeat chest radiograph on Jan. 7, 1954, 
showed that the basal shadow on the left side had disappeared. 


FIFTH CASE 


A woman aged 18 was admitted to hospital on April 17, 
1954. She had been married in February, 1954. Cystitis 
had troubled her for 5 weeks before admission. From April 3 
to 7 she had had a course of sulphadimidine. On April 14 
she began to complain of sore throat, painful eyes, and a 
rash, and on April 15 a course of chloramphenicol was begun. 


Examination 

On admission she was very ill and semicomatose. The 
temperature was 101°F and there were signs suggesting 
bilateral bronchopneumonia. There was a generalised macular 
rash with bull, and gross ulceration of the niouth and fauces. 
She had chemosis and purulent conjunctivitis. There were 
no vulvar lesions. She was put in an oxygen tent and given 
aureomycin 100 mg. intravenously. This was repeated after 
4 hours, when she was also given oral aureomycin 1-5 g., 
followed at 6-hourly intervals by 1 g. and then 0-5 g. The 
drug was then continued at the rate of 0-5 g. 6-hourly until 
April 19. 


Treatment and Progress 

The white-cell count was then 8000 per c.mm. with only 
38% of polymorphs, A course of corticotrophin (25 mg. 
6-hourly) was begun, but after 200 mg. had been given her 
condition continued to worsen and cortisone was substituted. 
At first only 10 mg. 4-hourly could be given, but after 1 
day this was increased to 25 mg. 4-hourly. By that evening 
the patient was desperately ill, with a blood-pressure of 
55/?. An intravenous infusion of noradrenaline was given 
with some temporary improvement in the blood-pressure. 
On April 23 the dose of cortisone was raised to 300 mg. a day, 
but she died the same evening. The blood-urea then was 
380 mg. per 100 ml. 


Post-mortem Findings 

There was mucopus in the trachea and bronchi, and nodular 
congested areas in both lower lobes. Brownish-grey pus 
could be expressed from these areas. There was no pleural 
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reaction. The abdominal viscera, endocrine organs, heart, 
and brain appeared normal. 
Histological examination revealed no arterial abnormality. 


Discussion 

Thomas (1950) suggested the division of Stevens- 
Johnson syndrome (erythema multiforme exudativum) 
into two groups—major and minor. The ‘‘ major” 
type is associated with long-continued fever and severe 
conjunctivitis ; the ‘‘ minor’’ with predominantly skin 
lesions. All five of the above cases seem to belong 
to the ‘“‘ major’’ category, though perhaps case 2 was 
intermediate. 

None of the patients had the genital lesions which have 
often been described, but this does not seem to be an 
essential part of the syndrome. The tendency to 
recurrence is well illustrated by case 3 and to a lesser 
extent by case 2. However, even after severe and 
repeated attacks, eventual complete remission seems 
likely (case 3). 

Fatal cases of this syndrome are rather rare, and 
cases 1 and 5 are therefore of special interest. The 
atypical pneumonia is a common accompaniment of 
the syndrome, but the histological and macroscopic 
changes in case 1 have not been previously described. 
In the few published accounts of necropsies following 
Stevens-Johnson syndrome I have not been able to 
find any reference to arterial lesions. 

The clinical picture of Wegener’s granulomatosis 
is described by Johnsson (1948). Rhinitis is the initial 
symptom, followed by a necrotic process in the nose, 
throat, and respiratory tract. The patient appears 
to have a septiczemic illness with a high sedimentation- 
rate. Terminally there is uremia and hypertension. 
No characteristic rash is described by Johnsson, but 
in a review by Fahey et al. (1954) and in a recent article 
(Walton and Leggat 1956) patients are described with 
petechial ‘rashes and with hemorrhagic necrotising 
lesions, particularly over the elbows. Ulceration of the 
mouth and chemosis are also mentioned by these 
authors. 

It may therefore be argued that case 1 was, clinically 
as well as pathologically, one of Wegener’s granuloma- 
tosis rather than Stevens-Johnson syndrome; but I 
feel that the clinical diagnosis of Stevens-Johnson 
syndrome was undoubtedly justified. Both conditions 
are thought to have an allergic background, the tissues 
becoming sensitive to products of necrosis, to drugs, 
or eventually to many stimuli. There is no suggestion 
of drug allergy in this case. One may look upon it as a 
case of Wegener’s granulomatosis presenting as Stevens- 
Johnson syndrome, or of Wegener’s granulomatosis 
simulating Stevens-Johnson syndrome. 

Polyarteritis is also found in certain cases of “‘ drug- 
sensitivity ’’—to sulphonamides (Hartroft 1944, More 
et al. 1946), thiourea (Gibson and Quinlan 1945, Dalgleish 
1952), and phenylbutazone (O’Brien and Storey 1954). 
A case of Stevens-Johnson syndrome following pheny!l- 
butazone therapy has been described (Steel and Moffatt 
1954). It is always difficult, however, te prove that 
drug allergy is really responsible. In case 2 the long- 
term treatment with thiouracil was considered as a 
possible causal factor, and attempts were made to prove 
sensitivity to this drug. 

Standard textbooks on allergy are not at all helpful 
in this respect. It is generally agreed that though the 
formation of ‘‘ haptens ’’ provides a convenient theoretical 
explanation of drug allergy, there are apparently no 
circulating antibodies, and therefore the conventional 
methods of skin-testing are useless. However, an article 
by Rajka and Hegyi (1950) suggested that the ‘* distant 
reversed Prausnitz-Kistner (P.K.) reaction ’’ is a reliable 
means of demonstrating drug-allergy. 

First the p.K. method of demonstrating transferred 
sensitivity was tried (Prausnitz and Kistner 1921). 
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In this method the skin of the back of a normal person is 
used. Intradermal injections are made—two of 0-1 ml. of 
the supposedly sensitive person’s serum, and two of 0-1 ml. 
of normal serum. 24 hours later 0-02 ml. of the suspected 
agent is injected into one “ sensitised ’’ and one control site, 
and 0-02 ml. of normal saline into the other two sites. A 
positive reaction is characterised by the development of a 
weal and flare into the one area where the allergen is in contact 
with the sensitised skin. All the other control sites should 
show no reaction. 


Three normal people were thus tested with the serum 
of case 2. An injectable form of thiouracil was difficult 
to obtain since this drug is almost insoluble in water. 
It seemed reasonable to suppose, however, that the serum 
of a patient under treatment with thiouracil would 
contain enough of the drug, either free or combined 
with serum protein. Such a serum was used in 0-05 ml. 
doses as the second injection in these tests, and none 
of the three tests was positive. 

The distant reversed P.K. reaction was then tried. 

Here, a patient under treatment with the suspected drug 
is injected intradermally with 0-05 ml. of the potentially 
sensitive person’s. serum. A control injection of normal 
serum is also given, and a positive reaction is characterised 
by a weal and flare which is confined to the test site, 


This test was carried out on three patients who were 
having thiouracil, using the serum of case 2. The first 
gave a negative result ; the other two gave an apparently 
positive result with weal and flare definitely exceeding 
those at the control sites. However, when similar tests 
were made in persons who had never had thiouracil, a 
similar picture was obtained. Apparently some non- 
specific irritant had appeared in the serum of case 2, 
though it had been stored under aseptic conditions in a 
refrigerator. No control of this type is mentioned by 
Rajka and Hegyi. 

It is interesting here to mention the findings in a case 
of undoubted methylthiouracil sensitivity encountered at 
the same time. Fever, tachycardia, and considerable malaise 
developed when this patient took methylthiouracil. Propyl- 
thiouracil was tolerated normally. It was proved beyond 
doubt by repeated (accidental) exhibition of methylthiouracil 
that this was a specific sensitivity. Yet here again the direct 
P.K. reaction (three tests) and the distant reversed P.K. 
reaction (four, tests) were negative. 


The results of these tests suggest that the distant 
reversed P.K. test as proposed by Rajka and Hegyi 
is of no help in proving or disproving drug allergy. 
Further disadvantages are evident from their article— 
the reactions were never positive in all test subjects 
and no indication is given of what proportion may be 
expected to give satisfactory results. It is doubtful 
whether the differences between the sizes of the weals 
and flares in positive and control sites were significant, 
and the possibility of non-specific positive results such as 
I have found was apparently not considered. 

It is suggested therefore that a very critical approach 
should be made in attributing cases of Stevens-Johnson 
syndrome to drug allergy. Case 1 had no sulphonamides 
or other probable allergen. Case 2 had only. thiouracil. 
Case 3 seemed to improve when sulphonamides were 
exhibited in one of her attacks. Case 4 had no potentially 
sensitising drugs. Case 5 might have been due to sulphon- 
amides but the time relationship makes this unlikely. 
It seems probable that the infections for which the 
various antibacterial agents were given could be the 
precipitating cause of the syndrome. 

Aureomycin and chloramphenico] have been said to 
produce improvement in some cases of Stevens-Johnson 
syndrome. These antibiotics did not seem to help in 
ease 1 or case 5, but of course these patients were desper- 
ately ill when the course of treatment was begui. 
Cortisone and corticotrophin are reported to ‘‘ cure’” 
the syndrome (Caldwell 1953), and this is adduced as 
further evidence of an allergic basis for the condition. 
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It is not, however, certain that the anti- allergic properties 
of these drugs are necessarily responsible for the ‘* cures ’ 

or indeed that the improvement was not due to spon. 
taneous remission. Thus in case 4 an exacerbation occurred 
while cortisone treatment was continuing. The subsequent 
improvement followed the simultaneous administration 
of penicillin and corticotrophin, and it is impossible 
to give credit to one rather than to the other. 

Hence the cause of this syndrome is still obscure. 
The hypothesis of drug allergy has not been supported 
by any convincing proof—and indeed it is shown that 
this mechanism is very difficult to prove. The apparently 
satisfactory responses to antibiotics and to cortisone 
and corticotrophin are also suspect in a disorder which 
is usually self-limiting, and is liable to apparently 
spontaneous remissions and relapses. 


Summary 


Five cases of Stevens-Johnson syndrome are described. 
Two were fatal, and one showed unusual post-mortem 
changes. 

One followed a long course of thiouracil therapy. 
The difficulties of proving drug allergy are described. 

The canse of this syndrome remains obscure, and the 
therapeutic efficacy of antibiotics, cortisone, and cortico- 
trophin are not proven. 


The cases were under the care of the late Dr. D. 8. Stevenson, 
the late Dr. W. R. Snodgrass, and Sir John McNee in the 
Western Infirmary, Glasgow, and of Dr. J. S. Parkinson and 
Dr. W. Mackay in Hope Hospital, Salford. The supplies 
of cortisone and corticotrophin used in cases 4 and 5 were 
provided by Dr. J. 8S. Parkinson. I am indebted to Dr. J. 
Stewart for the necropsy and histological reports in case 1, 
and to Dr. J. D. Hepplestone for those in case 5. Dr. A. J. 
Macleod kindly provided a report on the progress of case 3. 

The photographs were provided by the Salford Group 
Clinical Photography Department. 
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SuBACUTE combined degeneration of the spinal cord 
is caused by deficiency of vitamin B,, (Castle’s extrinsic 
factor), the absorption of wh ch is impaired by lack of 
intrinsic factor. In patients with the typical history of 


peripheral paresthesiw associated with paresis, clear 
neurological signs, megaloblastic anemia, and achlor- 
hydria, the diagnosis is not in doubt, but such a clear 
clinical picture is by no means always found. At times a 


good re response to vitamin B,, has been used as a criterion 
in the diagnosis of subacute combined degeneration ; and 
latterly the serum-vitamin-B,, level has been used for 
the same purposes. Unfortunately the estimation of the 
serum-vitamin-B,, level is technically difficult, and the 
result is valueless if the patient has received parenteral 
vitamin B,,. Furthermore, the serum level may be low 
because of a defect of absorption unrelated to the 
production of intrinsic factor. 

The most satisfactory way of establishing the diagnosis 
is to demonstrate that the patient cannot absorb 
vitamin B,,. This vitamin contains cobalt and can 
conveniently be labelled with its radio-isotopes, *Co 
or 5*Co, and there are four possible techniques which 
may be used. 

(1) Radioactive vitamin B,, is given and eight hours later 
a blood-sample is taken (Booth and Mollin 1956). This 
technique necessitates a high dose (5 uC) of material labelled 
with °*Co, and venepuncture after an interval which makes 
it impracticable for outpatients. 

(2) Arias et al. (1955) assessed the radioactivity of the liver 
with a collimator ten days after an oral dose of radioactive 
B,,, after a subcutaneous dose, and after an oral dose with 
intrinsic factor. This test is long and cumbersome, and surface- 
counting over the liver may be inaccurate. 

(3) Radioactive vitamin B,, is given by mouth and the 
radioactivity of the stools measured over four to nine days, 
the amount absorbed being calculated by subtraction 
(Halstead et al. 1956). The technical disadvantages are obvious. 

(4) Schilling et al. (1955) estimated the urinary excretion 
in the twenty-four hours following an oral dose of vitamin B,, 
labelled with *°Co. They showed that in 18 controls, 7-22% 
of the ingested radioactive material was excreted in the 
urine in twenty-four hours. Of 31 patients with achlorhydria 
but without blood dyscrasia, 24 excreted amounts equal 
to those in the control series; the remaining 7 excreted 
smaller but appreciable amounts. In 35 patients with 
cious anzmia the excretion was usually 1% or less (maximum 
2- 3% 6). 

We have applied this last technique to the investigation 
of neurological disorders, using vitamin B,, labelled 
with °*Co, which has a half-life of seventy-two days 
and is virtually free from risk. In our series no patient 
under 45 was tested and the dose was of the order of 
0-5 uC. 

Methods 

Because of the relatively long half-life of §*Co the tracer 
doses for use over a month or two can be dispensed in 
a single batch. The radioactive vitamin B,, is diluted 
to give 0-5 uC per ml., and inactive B,, is added to bring 
the concentration to 3 ug. per ml. Accurate 1 ml. 
quantities of the solution are transferred to glass 
ampoules, which are then sealed off. At the same time 
a 1 in 1000 dilution of this solution is prepared as a 
standard for the estimation of the radioactivity in 
urine when the test is performed. The preparation is 
carried out with sterile glassware, and the ampoules 
are boiled for ten minutes after sealing as a further 
precaution against contamination with micro-organisms 
that might metabolise the vitamin B,,. The standard 
is also made up in N/10 hydrochloric acid to preserve 
sterility, and sufficient cobalt chloride is added to it 
to impart a definite pink colour to the solution, This 
makes it easily recognisable, and may also reduce the 
liability to adsorption on to the glass. The standard 
solution is divided into several portions, which are 
kept in well-stoppered bottles until needed. One bottle 
will serve for several tests, but fresh bottles should be 
used from time to time to avoid the possible accumula- 
tion of errors due to evaporation and contamination, 
and it is wise, on opening a fresh bottle, to check the old 
standard against the new. 

} When a test is to be performed, the contents of one 
ampoule of the prepared solution of activity 0-5 uC are 
transferred to a suitable drinking-vessel and made up 
to 100 ml. with water. The procedure is then as follows : 
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(1) Zero Hour. _Light breakfast, but no further food until 
after zero + 4!/, hours. 

(2) Zero + 2'/, Hours.—The bladder is emptied. The 
prepared radioactive vitamin B,, is given in 100 ml. of water 
by mouth. All urine is now collected for twenty-four hours, 
avoiding fecal contamination. 

(3) Zero + 4*/, Hours.—1000 wg. of ordinary vitamin B,, 
is given intramuscularly to ensure a high level in the serum 
and maximum excretion. 

10 ml. of the twenty-four hour urine collection is 
assayed on an ‘Ekco N550’ scintillation counter, 
and the counting-rate is compared with that given 
by 10 ml. of the standard, due correction being made 
for background and dead-time. Since the quantity 
of radioactive material actually given to the patient 
is equal to that containéd in 1 litre of the standard, 
the fraction excreted is computed as follows : 

Percentage of _ Count-rate of urine x vol. (litres) x 100 
tracer excreted Count-rate of standard. 

If defective absorption is demonstrated the test is 
repeated, but this time 100 mg. of intrinsic factor is 
mixed with the radioactive vitamin B,,. If the patient 
still fails to excrete the radioactive material at the 
normal levels, the primary abnormality is not defective 
production of intrinsic factor and the condition is not 
subacute combined degeneration. 


Results 


Normal Subjects.—Schilling et al. (1955) found that 
the normal range of excretion using this technique 
was 7-22% of the ingested dose. To establish our own 
standards we tested 5 normal subjects. The range of 
excretion in this series was 4-0-7-1%, and we feel that 
the figures obtained are satisfactorily free from experi- 
mental error. It is possible that our lower figures may 
be due to the age of the subjects studied, for none was 
under 45 years of age. 

Patients with Subacute Combined Degeneration.—10 
patients with classical subacute combined degeneration 
were subjected to the test. They had already been 
followed for periods of two to seventeen years and had 
responded to liver or vitamin B,,. The excretion-range 
in these cases was 0-3-1-0% (average 0-6%). Thus there 
is a clear difference between these figures and those for 
the normals. In 4 patients the test was repeated seven 
days later with the addition of 100 mg. of intrinsic 
factor to the dose of radioactive vitamin B,,. The 
excretion-range rose to levels of 4:1-6:0% (average 
5-2%) (see table). 

Patients with Doubtful Diagnosis of Subacute Combined 
Degeneration.—These comprised the following groups : 

(a) Subacute myeloneuropathy with achlorhydria (6 
patients). 

(6) Syndromes similar to (a), with a partial therapeutic 
response to either vitamin B,, or liver extract (4 patients). 


RESULTS OF EXCRETION TESTS IN 10 CASES OF SUBACUTE 
COMBINED DEGENERATION WITH HISTAMINE-FAST ACHLOR- 
HYDRIA 
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(c) A eiinieah: story suggesting wdndians seaiithions degenera- 
tion of the cord ; free acid in gastric juice (3 patients). 
(d) Diabetes and neurological manifestations (2 patients). 


Illustrative Case-records 
MYELONEUROPATHY WITH ACHLORHYDRIA 

Case 11.—A man, aged 52, developed pins and needles in 
the feet in January, 1956. This symptom became worse and 
spread to the hands. He was admitted to the Manchester 
Royal Infirmary in July with diminished tendon reflexes, 
equivocal plantar responses, impaired superficial sensation 
to the mid-calf in both legs, and —— position sense, 
in the toes. Vibration sense was normal. 

Blood-count, marrow, and liver function tests normal. 
Pyruvate tolerance curve: fasting 1-9 mg. per 100 ml., 
at 1 hr. 2-3 mg. per 100 ml., at 2 hr. 2-2 mg. per 100 ml. 
Histamine-fast achlorhydria. 

Clinically, there was a clear indication of a combined cord 
and peripheral-nerve lesion. This, together with a history 
of chronic alcoholism, and the abnormal pyruvate-tolerance, 
led us to believe that the most probable diagnosis was peri- 
pheral neuropathy, possibly due to aneurine (vitamin B,) 
deficiency. The vitamin- + anette test showed that his 
urinary excretion was 5-3% of the ingested dose in twenty- 
four hours. This ruled out absolutely the alternative diagnosis 
of subacute combined degeneration. The disorder responded 
to aneurine. 


MYELONEUROPATHY WITH ACHLORHYDRIA : PARTIAL RESPONSE 
TO VITAMIN By 

Case 12.—In 1951 a man, aged 43, noticed vague dis- 
comfort in the left leg which became worse. A year later his 
knee-jerks were diminished and ankle-jerks absent, plantar 
responses flexor, and sensation normal. In July, 1954, he 
had .extensor plantar responses and the knee-jerks were 
absent ; sensation was still normal, 

Wassermann reactions (W.R.) of blood and cerebrospinal 
fluid (c.s.F.) negative. c.s.F. normal. Radiographs of dorso- 
lumbar spine, normal. Histamine-fast achlorhydria. Peri- 
pheral-blood count normal; marrow not examined. 

The patient was given vitamin B,, 100 ug. daily for three 
weeks. After three or four days his symptoms cleared up 
completely, but although the vitamin B,, was continued fort- 
nightly, his symptoms recurred with aching pains in the legs. 
The vitamin-B,,-excretion test in May, 1956; showed that 
6-4% of the dose was excreted. This, we concluded, ruled out 
subacute combined degeneration. 


MYELONEUROPATHY WITH ACHLORHYDRIA : PARTIAL RESPONSE 
TO VITAMIN Bi, 

Case 13.—In 1946 a man, aged 48, began to have an 
unsteady gait, heaviness of the legs, and tingling in his feet: 
He had extensor plantar responses, impaired deep sensation 
in the toes, and diminished ankle and knee jerks. 

Blood-count, marrow, c.s.F. all normal; histamine-fast 
achlorhydria. w.R. negative in blood and c.s.F. ' 

From 1949 onwards he was treated with ‘ Anahemin’ 
or vitamin B,,. After six months he was symptomatically 
improved, but clinical findings were unchanged. In September, 
1950, his left foot dragged, and he gradually deteriorated: 
In November, 1953, spastic paresis necessitated a mech- 
anically-propelled chair. In a vitamin-B,,-excretion test in 
September, 1956, 4-4% of the ingested dose was excreted, 
indicating that he had not subacute combined degeneration, 
but the spinal form of disseminated sclerosis. 


DIABETES WITH NEUROLOGICAL COMPLICATIONS 


Case 14.—In 1950 a man, aged 60, was found to have 
diabetes, which was controlled well with insulin and restricted 
diet. In May, 1956, during an upper-respiratory infection, 
his diabetes became uncontrolled and he was admitted to 
hospital. He had had no neurological symptoms, but was 
found to have -diminished knee-jerks, absent ankle-jerks, 
extensor plantar responses, and impaired superficial sensation 
to mid-calf; his vibration sense was lost, and his position 
sense was good. 

His diabetes was treated in the routine fashion but his 
neurological signs did not change. Blood-count and chest 
X ray normal; w.R. negative. 

It was felt that his neurological signs were probably due 
to diabetic myeloneuropathy. In a vitamin-B,, excretion 
test 7:0% of the dose was excreted in twenty-four hours. 
Subacute combined degeneration was thus excluded. 
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This case may be contrasted with the following. 


WITH NEUROLOGICAL MANIFESTATIONS DUE TO 
SUBACUTE COMBINED DEGENERATION 


Case 15.—In 1938 a man, aged 51, began to have classical 
symptoms of diabetes (blood-sugar 281 mg. per 100 ml.). 
He was treated with diet and insulin but control was not 
satisfactory. In 1952 he had weakness of the right hand 
of sudden onset, which recovered to some extent, leaving the 
hand tingling. In 1953 his tongue was sore and he was given 
vitamin-B complex. Shortly after this he had the first of 
eight or nine attacks of loss of consciousness, which were felt 
to be due to cerebral arteriopathy. Later his left foot became 
numb and heavy and his fingers tingled. In 1954 he had 
intermittent claudication. In August, 1955, he had super- 
ficial glossitis and no pulses were palpable in either leg. 
Examination otherwise was normal. 

His blood-sugar was 246 mg. per 100 ml., red cells 
3,910,000 per c.mm., hemoglobin 84%, colour-index 1-07. 
In December, 1955, he complained of definite loss of sensation 
in both feet. 

On Nov. 3, 1956, he had another blackout. Though his 
tendon reflexes were normal, the plantar responses were 
doubtful and he had a glove-and-stocking type of sensory 
loss to pin-prick and cotton wool. Blood: red cells 2,970,000 
per c.mm., hemoglobin 70%, colour-index 1:19. Sternal 
marrow : increased activity of the red-cell series with inter- 
mediate megaloblasts and some pro-erythroblasts. Histamine- 
fast achlorhydria. Air encephalogram: slight ventricular 
dilatation. Electro-encephalogram: some slowing of the 
resting rhythms, suggesting cerebral arteriosclerosis. 

In a vitamin-B,,-excretion test only 0-3% of the ingested 
dose was excreted. When, ten days later, the test was repeated 
with 100 mg. of intrinsic factor, the excretion rose to 41%. 
Accordingly, subacute combined degeneration was diagnosed 
independently of the diabetes, and he was given vitamin B,, 
regularly. Three months later his neurological symptoms had 
cleared, and his general condition had improved considerably ; 
his hemoglobin was 92%. 


DIABETES 


MYELONEUROPATHY WITH FREE ACID IN STOMACH: PARTIAL 


RESPONSE TO VITAMIN Bj, 

Case 16.—In 1952 a man, aged 56, noticed tingling in 
both hands and both legs, and found that he could not dis- 
tinguish objects by touch. He was liable to stumble, and his 
legs felt heavy. In February, 1954, he had brisk tendon 
reflexes ; extensor plantar responses; impaired superficial 
sensation in both lower limbs to the mid-thigh, and in the 
upper limbs to the mid-forearm; absent vibration sense ; 
position sense slightly impaired. 

Radiographic examination of the cervical spine showed 
advanced osteo-arthritis. Blood and cerebrospinal fluid 
normal. Free acid in the gastric juice. w.R. negative in 
blood and c.s.F, Marrow not examined. 

The patient was treated with vitamin B,, 100 ug. daily 
for three weeks, and then twice weekly. Later in 1954 he 
considered himself almost back to normal save for numbness 
in the hands, but in June, 1956, his plantar responses were 
still abnormal, and sensory changes still present in arms 
and legs. In a vitamin-B,,-excretion test 11-7% of the 
ingested dose was excreted in twenty-four hours. The correct 
diagnosis is probably cervical spondylosis. 


Discussion 


In these doubtful cases the excretion test gave figures 
from 3% to 12%—well above the range for the proven 
cases of subacute combined degeneration. In case 15 
the coexistence of diabetes and subacute combined degen- 
eration was established by the abnormally low excretion 
of vitamin B,,. We feel that clinical use of this test 
in investigating neurological disorders is well justified. 
The technique is safe and relatively easy to apply, and 
the experimental error is negligible. 

So far we have applied the tests to only 3 cases of 
so-called ‘‘ subacute combined degeneration of the 
spinal cord ’’ in which there was free acid in the stomach ; 
and in each of these cases vitamin B,, was absorbed 
normally, We are anxious to investigate further such 
cases. It seems likely that the controversy over the 


diagnostic value of achlorhydria in subacute combined 
degeneration will be resolved by the vitamin-B,,-excre- 





ARTICLES 


[FEB. 9, 1957 


tion test, which will also render the fractional test-meal 
outmoded as the ultimate diagnostic investigation in this 
condition. 

Investigation of the myeloneuropathies is often 
complicated by the fact that the patients have received 
injections of liver or vitamin B,,, when marrow examina- 
tion and serum-vitamin-B,, levels are misleading, but 
the excretion test remains unaffected. Thus in doubtful 
cases treatment with vitamin B,, may be begun before 
the excretion test. It is possible, therefore, to accumulate 
a@ series of cases while a batch of radioactive material 
is being prepared, and yet lose no time in beginning 
vitamin-B,, therapy, which may or may not be con- 
tinued after the test. 

In future, patients may be found with excretion 
figures on the lowest level of the normal range. In them 
the diagnosis may be doubtful. It will be reasonable to 
prescribe vitamin B,, and repeat the test later, to see 
whether absorption has further diminished. In this way 
an incipient neural lesion will have been corrected 
at the earliest opportunity. 


Summary 

Confirmation of the diagnosis in uncertgin cases of 
subacute combined degeneration of the spinal cord 
depends on demonstrating incapacity to absorb 
vitamin Bp». 

Results of an excretion test with radioactive vitamin B,, 
in normal subjects, in classical cases of subacute com- 
bined degeneration of the cord, and in a series of patients 
in whom the diagnosis was in doubt showed that this 
test confirms or excludes the diagnosis with reasonable 
certainty. 

The vitamin B,, labelled with **Co was supplied to us 
through the kind offices of Dr. E. Lester Smith, of Glaxo 
Laboratories Ltd., and the intrinsic factor by Lederle Ltd. 
We are especially grateful to Dr. F. R. Ferguson and Dr. G. E. 
Smyth for permission to study the cases under their care, 
and to Prof. Robert Platt and Dr. Ferguson for helpful 
criticism and advice. 
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THERE is no need to emphasise the appalling frequency 
of bronchial carcinoma, for unfortunately it is too obvious. 
But, though several large series of cases have been 
reviewed recently, it seemed to us opportune to add 
another series from Manchester. The patients in this 
series of 910 consecutive investigated cases of prove 
bronchial carcinoma were seen and treated by two of us 
(A. G. B. and W. F. N.) at the Manchester Royal 
Infirmary during the seven years 1948-54 inclusive. They 
do not include a number of obviously inoperable patients 
whom we saw during this period but did not investigate 
and assess for operative treatment. 
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Clinical Features 


Symptoms.—The most common symptom is cough ; but 
it is so usual in the industrial area from which the 
patients were largely drawn, that many patients accept 
it as being of no importance. A gradual change in its 
character, especially to a hard intractable unproductive 
cough, may serve as a warning. Chest pain, recurrent 
bronchial obstruction with infection and fever, hemop- 
tysis, and increasing breathlessness will usually cause a 
patient to go to his doctor. Hoarseness, dysphagia, pain 
down the arm, venous obstruction, and severe loss of 
weight are late symptoms. There were several cases with 
pulmonary osteo-arthropathy—all were inoperable, 
though in some more recent cases we have resected the 
tumour. 

Duration of Symptoms.—This was deplorably long. On 
the average, after the onset of warning symptoms, six 
months elapsed before the patients attended our clinic. 
The lengths of histories were remarkably constant over 


TABLE I-—-AVERAGE DURATION OF SYMPTOMS BEFORE DIAGNOSIS 


Duration of Duration of 








Year symptoms Year symptoms 
(months) (months) 
1948 6-9 1952 6-6 
1949 6-3 1953 5-5 
1950 6-9 1954 6-6 


the seven years (table 1), though increasing prominence 
was being given to the subject. 


That this interval, during which the illness is progressing, is 
important for prognosis, is not only obvious, but is well 
exemplified in our series by those patients who were picked 
up by miniature or other routine radiography. Of 15 whose 
disease was thus discovered, 8 were able to have radical 
resections and 3 (a fifth of those seen) were well after three 
years. This is a small number, but encouraging when com- 
pared with the total results. 


The duration of symptoms before diagnosis in the series 
of Overholt and Schmidt (1949) was eleven months in 
1932-42 and ten months in 1947-48. The interval 
was found to be four and a half months by Taylor and 
Waterhouse (1950) and only three and a half months by 
Oswald (1956). In our cases the average duration of 
symptoms remained remarkably constant, though his- 
tories were taken by a variety of observers. 


Morbid Anatomy 


The two lungs were involved about equally commonly, 
the order of frequency according to lobes being: left 
upper lobe, right upper lobe, right lower lobe, left lower 
lobe, left main bronchus, right main bronchus, right 
middle lobe, and least commonly the lingula (fig. 1). 





Fig. |—Iincidence of tumours in various sites. 


TABLE II—PROGNOSIS IN DIFFERENT TUMOURS (414 CASES WITH 
HISTOLOGICAL DETAILS AVAILABLE) 
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Resectable tumours ( % 
of total resected) .. 69 8 12 8 
Three-year survivors 
(% of total survivors) 85 10 2 2 


Any pathological description clearly applies only to 
the piece of tissue examined. This may not necessarily 
be representative. Only by serial sections of the whole 
tumour and its metastases can an exact histological 
diagnosis be made. The diagnosis in these cases was 
determined either by biopsy of a small fragment of 
tumour or by ordinary histological examination of the 
resected specimen. 

In 414 cases, histological evidence of tumour was 
obtained. Of these, 56% were squamous-cell carcinomas, 
6% adenocarcinomas, and 21% oat-cell carcinomas. The 
rest consisted of spheroidal-cell (8%), anaplastic (8%), 
and mixed salivary and transitional-cell (0-8%) carein- 
omas, and sarcoma (0-3%). These figures approximate to 
those of Kreyberg (1952). Reingold et al. (1950) and 
Willis (1952) found several types of cell in a high propor- 


tion of the bronchial tumours they examined. In our 
100 100 100 
TUMOUR RESECTABLE THREE-YEAR 
CASES TUMOURS SURVIVORS 


SPHEROIDAL- CELL CARCINOMA 





Fig. 2—-Cases classified according to histological type—operability and 
survival rates. 


series also, variations in histological pattern in the same 
tumour were seen, mainly as areas of differentiated cells 
in the anaplastic and spheroidal-cell tumours. Where 
this differentiation was recognisable on _ histological 
examination, the tumour was labelled according to the 
differentiated part, without any attempt at grading. 

The creation of separate groups of spheroidal-cell and 
anaplastic carcinoma is fallacious. It results from varying 
custom in terminology among the pathologists concerned in 
our series. Most of the anaplastic carcinomas have almost 
certainly been of the spheroidal-cell type. These two groups 
have therefore been united and termed spheroidal-cell 
carcinomas. 

Prognosis 

Histology.—The operability-rate and expectation of 
life after resection were a great deal better for squamous- 
cell carcinoma and adenocarcinoma than for other types 
of tumour. Oat-cell and spheroidal-cell neoplasms had 
an almost hopeless prognosis. This is shown in table n, 
and graphically illustrated in fig. 2, in which the increased 
proportions of adenocarcinoma and squamous-cell car- 
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TABLE IIlI-——-EFFECT OF POSITION ON THREE-YEAR 
SURVIVAL-RATE 


Site (right) Survivors (%) | 





Site (left) Survivors (%) 
Upper lobe 2-5 Upper lobe 4°5 
Middle lobe 3-5 ie 37 
Lower lobe 7 Lower lobe 6 
Main bronchus 2 Main bronchus 1°5 
All right lung 4-1 All left lung 5-2 


cinoma are seen in those patients who had a resection, and 
still more notably in those who survive three years. 

Site—In Bignall and Moon’s (1955) and Borrie’s 
(1952) cases, prognosis was better when the growth was 
in the upper rather than in the lower lobes. The reverse 
appears in our cases (table m1). Prognosis was a little 
better with a growth in the left than in the right lung. 
The three-year survival-rate was highest in the 8 patients 
seen with lesions in the lingular bronchus (3 surviving). 
Tumours arising in the lower-lobe bronchi were found 
to have a better outlook than those arising anywhere 
else in the lung (except the lingula). 

Sex.—There were 70 women amongst the 910 patients, 
making the proportion of men to -,»men 13 to 1 (a lower 


TABLE IV-——-INCIDENCE OF EACh ISTOLOGICAL TYPE 








Type Women (%) Ww ~~ 
Squamous-cell carcinoma ‘ 32 56 
Adenocarcinoma .. eo “< 8 6 
Oat-cell carcinoma ee ae 44 21 
Spheroidal-cell carcinoma ee 14 16 


proportion of women than in other series). The prognosis 
was worse in women. There were only 5 (7%) in whom 
resection was possible with any hope of cure, compared 
with 21% in the combined series. Of the 53 women seen 
between 1948 and 1952, only 2 survived for three years 
(1-9% in contrast with 6-1% for the series as a whole). 
Factors which could be responsible for this were investi- 
gated. The women did not have their symptoms longer 
than the men: the average time between onset of symp- 
toms and arrival at the chest clinic was six and a haif 
months. Their average age was 53, against 55 for the 
whole series. The difference does not seem significant, 


and in any case, the average age in patients surviving 
FEMALE 


three years was a 
little lower than 
the average for 
the series. The 
distribution of 
the tumours in 
the various 
regions of the two 
lungs showed no 
significant differ- 
ence from that in 
the series as a 
whole. There was, however, a definite difference in the 
histological appearance of the tumours: there were con- 
siderably fewer of the squamous-cell and many more oat- 
cell neoplasms, which on the whole give an almost hopeless 
prognosis. This is shown in table tv and fig. 3. 

General.—There were 44 three-year survivors among 
720 cases seen between 1948 and 1952. These results 
correspond roughly to others published recently— 
Price Thomas (1955), Holmes Sellors (1955), and Bignall 
and Moon (1955). The number of cases was smaller, but 
the results were a little brighter. They were considerably 
brighter than those of Taylor and Waterhouse (1950) ; 
this may well reflect the combination of improvement of 
technique and changing criteria of selection. 

The results cannot be judged as completely representa- 
tive of all cases of lung carcinoma. They come from a 


WHOLE SERIES 





Fig. 3—Cases classified according to histological 
type in each sex. 


ORIGINAL ARTICLES 





[FEB. 9, 1957 





thoracic unit, where a certain amount of preselection has 
taken place before patients are referred. Many obviously 
inoperable cases are thus excluded. 

Of 910 patients seen, 340 (37%) had thoracotomies ; 
this proportion did not change appreciably in the years 
between 1948 and 1954. The resectability-rate, how- 
ever, did change. Of the 340 who had thoracotomies, 
191 (56%) had radical operations with a hope of cure. In 
the first five years, 52% of the thoracotomies led to a 
radical operation ; this improved to 69% in the last two 
years of the series. This was perhaps achieved by better 
selection of cases for operation. It was not because the 
diagnosis was made earlier, but there has been some 
tendency for the operations to become more radical. The 
opinion was held, at one time, that if a patient survived 
more than two years after operation he had a good chance 
of being cured. This period has been found too short : 
Holmes Sellors has shown that, for a feeling of security, 
three years must elapse. In the years 1948 to 1952, of 
720 patients seen, 255 (35%) had thoracotomies ; of the 
latter, 132 (42%) came to radical operation and 44 
survived three years—i.e., 33-3% of the patients operated 
on with a hope of cure, and 6% of all patients seen during 
that period. Of the patients seen from 1948 *to 1950, 25 
are still alive—i.e., have survived five years or more 
(this is 28% of patients undergoing radical operation and 
5-5% of all seen). The vast majority of the remainder are 
known to have died of a recurrence of the condition. 


Summary and Conclusions 


910 cases of bronchogenic neoplasm were studied. 
Only 6% survived for three years. 

On the average, patients were not seen till six months 
after the appearance of warning symptoms. We must 
strive to persuade the public to recognise and take heed 
of these symptoms early, and not to neglect them for 
six months. It is true that in those who died, the duration 
of symptoms was about the same as in those who survived 
three years—but the latter were fortunate, most having 
slowly growing squamous-cell carcinomas or adenucarcin- 
omas. Those picked up early at routine radiography 
showed the best prognosis (3 of 15 survived for three 
years). The prognosis was best for squamous-cell carcin- 
oma, and almost hopeless for spheroidal-cell, oat-cell, 
and anaplastic tumours. 

The best results in our series were obtained when the 
tumour was situated in the lingula (though the number 
was small and cannot be considered significant statisti - 
cally). Of the rest, the results were better in the lower 
lobes than anywhere else in the bronchial tree. 

Prognosis in the women was considerably worse than 
in the men, probably because they had a larger proportion 
of oat-cell and a smaller proportion of squamous-cell 
neoplasms than did the men. 

The proportion of men to women with this disease was 
13 to 1. The average age of all cases was 55 years, that 
of women 53 years, and that of three-year survivors 
53 years. 

It is a pleasure to thank Prof. A. C. Campbell and Dr. 
Raymond Whitehead for their help in the preparation of this 
paper, for much of it is based on work done in their department 
of pathology. To Dr. R. G. W. Ollerenshaw we are grateful 
for the illustrations, and to Miss M. Howarth for help with the 
records. 
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ELY HOSPITAL, 


SEVERAL workers have reported the occurrence of pain 
after the taking of alcohol in some patients with Hodgkin’s 
disease. Of all patients with this disease, only a small 
proportion have been found to have the symptom, even 
when it is regularly sought. Bichel and 
Bastrup-Madsen (1953) found it in 9 out 
of 62 cases. No other difference has been 
found between those patients who do have 
it and those who do not. The British 
Medical Journal (1956) states that ‘it 
does not seem to occur in other types of 
malignant lymphomata or other neoplastic 
conditions.”’ 

We describe here 2 patients with 
alcohol-induced pain due, not to Hodgkin’s 
disease, but to carcinoma; though the 
primary site was in slight doubt in both 
cases, it was almost certainly in the 
thymus in one and in the pancreas in 
the other. 

Case-reports 

Case 1.—A married woman, then aged 47, 
was first seen in October, 1954, complaining 
that three weeks previously her left arm 
had become swollen. It had remained so for ten days before 
returning to its normal size. When asked whether she had 
had pain in the chest, she described attacks of pain behind 
the upper sternum after taking alcohol. The first had been 
at Christmas, 1952, about five minutes after drinking three- 
quarters of a glass of port. After a minute or two the pain 
had become very severe, and had been felt round the root of 
the neck to the back and down both arms; it had waned 
during about twenty minutes, but soreness persisted until 
the next day. 

Between that occasion and her attendance at hospital in 
October, 1954, she had taken alcohol five times: gin twice, 





oe 


Fig. |\—Case | : Radiographs of chest, November, 1954. 


ORIGINAL ARTICLES 





[FEB. 9, 1957 299 


sherry once, a very small amount of stout once, and once a 
teaspoonful of spirits of sal volatile (70% alcohol). Each 
drink caused an-attack of pain identical with the first. She 
remembered having taken sal volatile in April, 1952, when it 
did not cause pain. Apart from these attacks and the transient 
swelling of the arm she had been well except that she had 
lost a few pounds in weight. 


Examination and Investigations 

The patient looked well; the left external jugular vein 
was prominent and appeared to be thrombosed. There were 
no clinical signs of a mediastinal tumour: no lymph-nodes 
were palpable, and the liver and spleen were not enlarged. 

Radiographs of the chest (fig. 1) showed a round poorly 
defined opacity about 2 cm. in diameter in the antero-superior 
mediastinum ; tomography did not define it more exactly. 
Blood: hemoglobin 10-6 g. per 100 ml. (73%); total and 
differential white-cell counts normal ; erythrocyte-sedimenta- 
tion rate (Wintrobe) 38 mm. in first hour. 

Administration of alcohol by gastric tube or by vein 
produced attacks of the pain of which she complained. 5 ml. 
of absolute alcohol in 10% solution was given by vein in six 
minutes. Pain started coincidentally with the end of the 
infusion, and reached a maximum within three minutes. 
It was very severe, and after twenty minutes 100 mg. of 
pethidine was given. On another occasion 5 ml. of alcohol in 
10% solution was given by gastric tube: pain started six 
minutes after the end of the instillation and lasted for twenty 





Fig. 2—Case |: Radiographs of chest, May, 1956. 


minutes. In both of these observations saline solution was 
given as a control, and the patient did not know when alcohol 
was being administered. 

Progress 

It was decided not to explore the mediastinum, because 
the tumour was presumed to be a manifestation of Hodgkin’s 
disease. The patient was therefore advised to avoid alcohol 
and was discharged from hospital. 

In February, 1955, having a cold, she bought some “ cold 
and influenza mixture.’’ The single dose of this which she 
took produced an attack of pain like the previous ones except 
that it was less severe. From the composition of this mixture 
the dose was calculated to have contained 
about 1-5 ml. of absolute alcohol. 

Apart from this, she remained well. In 
March, 1956, a radiograph of the chest 
showed the tumour to be larger and better 
defined. She was admitted to hospital in 
May, 1956. There was now some dullness 
behind the upper end of the sternum, 
but no other physical signs. Radiography 
showed bilateral widening of the superior 
mediastinum ; the lateral view showed that 
the shadow measured 6 <x 4 cm. and had an 
irregular outline, suggesting infiltration (fig. 2) 
Much to our surprise, giving alcohol now 
caused no pain. Under the same controlled 
conditions as before, 20 ml. was given by 
gastric tube. The patient had slight discom- 
fort, but a similar sensation was sometimes 
felt after control instillations; she felt no 
pain then, nor did she on another occasion 
after drinking 80 ml. of gin. 
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(A) 


Fig. 3—Case | Photomicrographs of the tumour. 


A, area showing cribriform pattern with mucoid stroma. 


(Hematoxylin and eosin, x 250). 


B, below : abortive Hassall’s corpuscle. (Hamatoxylin and eosin x 500). 


Operation and Further Progress 

It was now decided that the uncertainty about the nature 
of the tumour justified exploration. On May 30, 1956, the 
sternum was split down to the fourth costal cartilage. A 
hard unencapsulated mass was found infiltrating the front 
of the pericardium, over an area 2-3 cm. in diameter in the 
region of the roots of the great vessels, as well as the superior 
mediastinal structures behind the manubrium. A globular 
extension of this mass on each side was invading the anterior 
margins of the two lungs, more on the right than the left. 
The remaining portions of the lungs, including their hilar 
regions, were normal. When the pericardium was opened a 
turbid yellow effusion was revealed, and the tumour was seen 
invading the wall of the pulmonary artery at its junction with 
the right ventricle. The extension of the tumour which had 
invaded the right lung was resected for histological examina- 
“tion, but the mediastinal part of the mass could not be 
removed. 

After her recovery from the operation the patient was given 
deep X-ray therapy to the mediastinum. When last seen, in 
October, 1956, she was free of symptoms: she has not taken 
alcohol again. 


The Tumour 

The histological appearances of the tumour varied greatly 
in the sections examined. The tumour consisted in some 
areas of solid epithelial cords and clusters, and in others 
exhibited a cribriform pattern composed of 


slightly elongated ovoid epithelial cells, 
resemmbling a bronchial carcinoma (fig. 34) ; 
the mucoid stroma in the latter areas gave 


& positive reaction with the periodic-acid 
Schiff reagent, whereas staining for amyloid 
was negative. In other areas the tumour was 
much more pleomorphic, almost mimicking 
Hodgkin tissue. Elsewhere, however, follicular 
collections of small round cells with abortive 
Hassall’s corpuscles were found (fig. 38). This 
suggested strongly that the tumour was of 
thymic origin, as did the appearances at 
operation. 


Case 2.—-A married woman, aged 57, was 
admitted to hospital on Sept. 25, 1956. She 
had felt quite well until eight weeks previously 
when she noticed aching across the front of 
her chest, gradually extending to her back, 
shoulders, and upper arms, her whole chest 
feeling “‘ stiff and taut.’ These symptoms 
persisted and became steadily worse. For six 


weeks she had had a dry cough; there were 
no other spontaneous complaints, but she 
admitted a loss of weight of 2 stone in a year. 


Fig. 4—ase 2: 


She was a moderate smoker, and had been a moderate 
drinker until this illness. About two weeks after her pain 
started she noticed that alcohol, which she took in the form 
of beer, stout, or wine, increased the severity of the pain. 
For four weeks she had preferred to abstain rather than 
experience the acute exacerbation of pain which alcohol 
always caused. The pain got worse a few minutes after taking 
the first mouthful, and then gradually diminished, finally 
disappearing about half an hour later, even though she 
continued to drink. 


Examination, Investigations, and Course 

The patient was weak ; she had evidently lost weight, and 
she coughed frequently. She complained repeatedly of the 
pain described. No abnormal physical signs were detected 
in any system. 

She was given 60 ml. of 5% alcohol by mouth; in two 
or three minutes the pain, which befcre the drink was only 
slight, became much worse, returning to its original intensity 
after a quarter of an hour. 

Radiography of the chest showed a rounded opacity in the 
left lower lobe, just above the diaphragm; tomography 
showed this to be lobulated (fig. 4). No acid-fast bacilli or 


malignant cells were found in the sputum, and a blood-count 
and a barium meal were normal. 

Bronchoscopy revealed narrowing of the left main bronchus, 
which was also rigid, so that the bronchoscope could not be 
passed more than about 1 ecm. beyond the carina. 


Several 
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Anteroposterior radiograph and lateral tomograph of chest. 
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pedunculated masses were seen, and a specimen was taken for 
biopsy. This was described (Dr. R. Seal) as showing “a 
partly necrotic poorly differentiated neoplasm.” 

The patient’s condition deteriorated, and she died thirteen 
days after admission. 
Necropsy 

At necropsy (Dr. B. J. Stephens) there was a moderate 
amount of pericardial fluid, and tumour was infiltrating the 
outer layer of the pericardial sac. The left main bronchus 
was much narrowed by growth infiltrating it from the sur- 
rounding tissues; the right main bronchus was narrowed by 
compression. There were several areas of growth in the left 
lower lobe. The pancreas contained a few small areas of 
growth, and the tail was undergoing necrosis. 


Microscopy showed, in the pancreas, numerous small areas . 


of pancreatic adenocarcinoma, fairly well differentiated. 
Similar growth was present in the lung ; the bronchial mucosa 
was replaced by a membrane composed of fibrin and partly 
necrotic carcinoma. There was a small deposit of adeno- 
carcinoma in one kidney. 

Discussion 

In case 1 we observed a feature which, so far as we 
know, has not been described—the spontaneous dis- 
appearance of the liability to alcohol-induced pain, at a 
time when the patient had not had any treatment and 
the tumour was enlarging. There was an interval of 
just over a year between the last time she had the pain 
(due to alcohol in influenza mixture) and the finding 
that pain could no longer be produced. We therefore do 
not know whether the disappearance, which we cannot 
explain, was sudden or gradual. 

Before concluding that this rare symptom may very 
occasionally be produced by any type of malignant tissue, 
we make two reservations. 

In case 1 the tumour was probably of thymic origin. 
Thomson (1955) has suggested that Hodgkin’s disease is a 
disseminated carcinoma of which the primary growth is 
in the thymus; alcohol-induced pain in a patient with 
a thymic carcinoma might be held to support this 
hypothesis. 

The second patient had an adenocarcinoma, probably 
of pancreatic origin. Alcoholism is among the recognised 
causes of acute pancreatitis ; but as a rule the association 
between drinking and pain is much more remote in time 
than it was in the patients we have described. But in 
two patients in the series described by Joske (1955) the 
pain was immediate, and was compared by him to the 
alcohol-induced pain of Hodgkin’s disease. The mechanism 
by which alcohol causes such pain in pancreatitis is 
unknown, but it will be remembered that necrosis was 
found in the tail of the pancreas in our case 2, and that 
much of the growth in the chest was necrotic. 

In neither of our cases was there any evidence of 
involvement of bone. Alcohol-induced pain has been 
described in two patients with suppurative lesions of 
bone (Alexander 1953), and one of us has had this 
symptom at the site of chronic osteomyelitis. Infiltration 
of bone is not essential to the production of alcohol- 
induced pain in Hodgkin’s disease; in several of the 
reported cases, the patient had such pain at the site of 
soft-tissue lesions. 

With these reservations, our experiences suggest that 
alcohol-induced pain is not specific to Hodgkin’s disease, 
but that it may occur in other malignant conditions, and 
that it may be the first indication of their presence. 
Had we known this, case 1 might have been explored 
while the tumour was still removable. Until more is 
known about this odd symptom it should be systematic- 
ally inquired for (since it is not always mentioned 
spontaneously), and it should not be assumed to be 
diagnostic of Hodgkin’s disease. 


Summary 
Two cases of alcohol-induced pain associated with 
carcinoma, probably of thymus and pancreas, are 
reported. 


ORIGINAL ARTICLES 


[reB. 9, 1957 30] 


In one the symptom disappeared spontaneously 
although the tumour was enlarging. 

We thank Dr. M. I. Jackson for referring case 2; colleagues 
named in the text for their help; and Prof. Harold Scar- 
borough and Dr. Paul Fourman for constructive criticism. 
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ACUTE PORPHYRIA IN PREGNANCY 
R. Tupor Hueues 
M.B. Lond. 


WREXHAM HOSPITALS, 
WALES 


MEDICAL REGISTRAR, DENBIGHSHIRE, 


THE manifestations of acute porphyria are widely 
known, and hundreds of cases have been published ; 
but few reports have appeared of acute porphyria 
associated with pregnancy, and the conclusions reached 
in these reports on the influence of porphyria on pregnancy 
and on the effects of pregnancy on established cases of 
porphyria are in some ways contradictory. The case 
described here introduces some problems in the manage- 
ment of acute porphyria during pregnancy. 


Case-report 

A housewife, aged 19, was admitted on June 13, 1955, with 
two days’ history of hypogastric pain and early-morning 
vomiting. She had been married three months, and her last 
menstrual period was on March 26, 1955, but she had slight 
vaginal bleeding five weeks before admission. She had been 
admitted to hospital in November, 1953, with hypogastric 
pain and diagnosed as having primary dysmenorrhea; and 
in March, 1955, with anorexia, colicky lower abdominal pain, 
and vomiting after meals. Her parents were not related, and 
there was no history of porphyria in the family. 

On admission she presented no abnormal physical signs, and 
her general condition was good. 


Treatment and Progress 

For the next week she complained of severe backache and 
pains in the legs, and during this time she received pento- 
barbitone sodium (‘Nembutal’) gr. 1'/, on five occasions. 
Slight conjufctival icterus was noted and infective hepatitis 
suspected. She was miserable and uncoéperative and had 
diffuse abdominal tenderness but no rigidity. On June 21, 
1955, her urine was of the classical ‘‘ port-wine ’’ colour. Her 
abdomen was tender on palpation. Her limb muscles were 
tender, but her reflexes were present, and she had no sensory 
loss. Acute porphyria was diagnosed, and the diagnosis was 
confirmed by finding 127 mg. of porphobilinogen per litre of 
urine. Barbiturates were forbidden from then on. 


The generalised pain and muscle tenderness continued. So 
treatment was begun with subcutaneous neostigmine 0-5 mg. 
six-hourly initially, the dosage being increased daily until a 
maximum of 4 mg. six-hourly was reached. Pethidine was 
used to relieve pain with good effect. The polyneuritis, how- 
ever, did not remit, and by July 1, 1955, there were obvious 
abnormal physical signs in the central nervous system: weak- 
ness of the arms and legs with wasting, especially in the biceps 
and triceps, quadriceps, and calf muscles; impairment of 
sensation to pinprick over the front of the thighs and legs ; 
lack of tendon-reflexes in the arms, right knee-jerk, and 
abdominal reflexes ; flexor plantar responses; and narrowed 
calibre of the retinal arteries. 

After two weeks’ administration neostigmine was withheld 
because of signs of intolerance, particularly diarrhea and 
sweating. Neostigmine did not appear to influence the illness. 
Treatment with tolazoline hydrochloride (‘ Priscol’) 25mg. 
t.d.s. was started but stopped because of persistent vomiting. 

Weakness of the intercostal muscles and difficulty in 
swallowing were evident on July 12, 1955, and the patient 
was nursed from then on in a ward reserved for cases of bulbar 
poliomyelitis and providing facilities for suction and inter- 
mittent positive-pressure respiration. Feeding by intragastric 
drip was necessary partly because of the dysphagia and partly 
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because of the total lack of coéperation by the patient, who 
remained miserable and depressed. Generalised pains were 
constant and were relieved only by frequent doses of pethidine. 
So subcutaneous pentolinium tartrate (‘ Ansolysen’) 1 mg. 
twelve-hourly was given initially, the dosage being increased 
until 12-5 mg. eight-hourly was being given; the blood- 
pressure was measured frequently. During this treatment the 
patient had severe constipation and retention of urine, which 
were relieved by oral neostigmine 15 mg. t.d.s. 

Movement of the legs improved by July 14, 1955, and 
swallowing became easier, but the patient’s mental attitude 
remained the same, and she vomited frequently. Her blood- 
pressure fluctuated considerably, there being a tendency to 
hypertension ; the pressure ranged from 120/80 to 150/110 
mm. Hg according to the dosage of pentolinium. 

In August, 1955, it became obvious that the patient was 
pregnant ; she still tended to vomit and complained of pains 
in her back and limbs, whose movements improved a little. 
The pregnancy progressed favourably, but often the presence 
of severe hypogastric pain suggested premature labour. 
Frequent use of pethidine and amidone effectively relieved the 
pain. After neostigmine was withheld on Oct. 6, 1955, there 
was no more retention of urine. Improvement continued until 
early December, 1955, when the severe pain recurred and the 
mental attitude deteriorated badly. 


Delivery and Death 

On Dec. 13, 1955, labour came on rather suddenly, and a 
live female infant, only mildly asphyxiated, was born. There 
was a hemorrhage of about 15 oz. during the third stage of 
labour. Injection of ergometrine 0-5 mg. and massage of the 
fundus controlled bleeding. After delivery the patient’s blood- 
pressure was 130/115 mm. Hg and pulse-rate 160. The 
patient’s mental attitude changed profoundly: depression 
gave way to extraordinary cheerfulness. Her general condition 
was poor, she was dehydrated, and her high pulse-rate sug- 
gested that intravenous fluids and blood were necessary. She 
was vomiting small quantities of brown watery fluid. After 
the blood-transfusion was started her pulse-rate rose to 186 
and blood-pressure began to fall. She became pulseless and 
died seven and a half hours after the birth of the infant. The 
infant died a few hours after delivery. 


Investigations 

Examination of the blood revealed toxic granules in the 
polymorphs but no other abnormality. Liver-function tests : 
on June 22, 1955, serum-bilirubin 0-2 mg. per 100 ml. (direct 
0, indirect 0-2 mg. per 100 ml.) and thymol turbidity 3 units ; 
on July 13, 1955, serum-proteins 7 g. per 100 ml., serum 
alkaline phosphatase 6 units (King), thymol turbidity 4 units, 
and thymol flocculation 14 units. The urine occasionally 
contained traces of albumin, leucocytes, and erythrocytes. It 
fluoresced under ultraviolet irradiation. On June 24, 1955, it 
contained porphobilinogen 127 mg. per litre, and on Sept. 13, 
1955, 80 mg. per litre. Electrocardiograms were normal. The 
skin did not fluoresce under ultraviolet irradiation. The 
patient said that, for as long as she could remember, she had 
blistered very easily in sunlight, but there was no evidence of 
scarring as a result of this. 
Necropsy Findings 

Permission was obtained for only a limited necropsy. The 
thoracic and abdominal organs appeared normal on both 
macroscopical and microscopical examination. No abnorm- 
ality was found in the baby. 


Effects of Drugs 


Pethidine was used frequently and with good effect in 
the relief of pain in the dosage of 100 mg. intramuscularly 
every four to six hours. 

Neostigmine was given intramuscularly from June 24, 
1955, to July 7, 1955, 0-5 mg. six-hourly initially and 
increased to 4 mg. six-hourly. It was withheld because of 
diarrh@a, sweating, and dryness of the throat. 

Given orally in the dosage of 7-5 mg. t.d.s. from 
July 18, 1955, to Oct. 6, 1955, it relieved constipation and 
retention of urine (possibly caused or aggravated by 
pentolinium) but did not influence the pain or the 
peripheral neuritis. After neostigmine was withheld on 
Oct. 6, 1955, bowel and bladder function were normal. 

Tolazoline given orally from July 7 to 12, 1955, in the 
dosage of 25-50 mg. t.d.s. was not well tolerated and did 
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not appear to influence the course of the disease. It 
produced persistent vomiting. 

Pentolinium tartrate-—‘ Ansolysen Retard’ was given 
subcutaneously from July 12, 1955, to Aug. 19, 1955, 
in the dosage of 1 mg. eight-hourly initially and increasing 
gradually to 12-5 mg. eight-hourly. The dosage was 
frequently adjusted to control the rise in blood-pressure. 
It did not appear to alleviate the pain, and we were not 
impressed by its effect. 

Vitamin B,, (‘ Cytamen ’) was given intramuscularly in 
dosages of 100-1000 ug. daily from Aug. 12, 1955, to 
Sept. 20, 1955. Its administration coincided with slight 
subjective improvement and disappearance of muscle 
tenderness. 

Chlorpromazine given orally in the dosage of 25 mg. 
t.d.s. from Aug. 22 to Aug. 29, 1955, produced no effect. 

Vitamin-B concentrate, vitamin A, and vitamin D were 
also given in full dosages as a routine. 


Discussion 


This case illustrates most of the classical features of 
acute porphyria. This attack appears to have begun in 
early pregnancy. Although there was some improvement 
in the later months, severe deterioration topk place a few 
days before labour, and the patient died in a state of 
shock seven and a half hours after the delivery and after 
having half a pint of blood transfused. 


Influence of Pregnancy 

The influence of pregnancy on acute and chronic 
porphyria has been commented on in a few published 
reports. 

Dean (1953) stated that during pregnancy the patient was 
usually much worse, and suggested that this might be due to 
sedatives. In the present case the porphyria had presumably 
developed before admission to hospital, after which barbitur- 
ates were given on four occasions before the diagnosis was 
established. 

O’Dwyer (1955) suggests that pregnancy may benefit 
patients with porphyria by stimulating the endocrine system, 
and reports a twin pregnancy in which the patient improved 
after delivery. The improvement, however, did not take place 
before the end of the pregnancy ; so one might argue that his 
patient benefited more from the return to the non-pregnant 
state. 

Rawlings (1950) noted improvement during pregnancy. 
Coleman (1948) reported a case in which pregnancy was well 
tolerated and delivery was by cesarean section. 

The case described by Freedman et al. (1952) was of great 
severity and of particular interest because the patient became 
pregnant in a remission of her ten months’ illness. Her 
porphyria was exacerbated in the first trimester but subse- 
quently improved. It seems that the pregnancy precipitated 
a further attack of porphyria. 


In the present case the pregnancy seemed to precipitate 
the first major attack of porphyria, but the previous 
episodes of ‘‘ primary dysmenorrhea” and ‘“ pelvic 
congestion ’’ were probably minor episodes of porphyria. 
The number of cases published is too smal] to show with 
certainty the effect of pregnancy on acute porphyria but 
is, I think, sufficient to advise caution in permitting 
pregnancy in women known to have porphyria. It seems 
clear, however, that pregnancy can proceed normally 
in cases of acute porphyria, in spite of the clinical 
deterioratior of the patient. 


Blood-transfusion 

The fact that the patient died shortly after a blood- 
transfusion may be significant. There was nothing to 
suggest an incompatible transfusion, and one wonders 
whether transfusion of blood in such a profound meta- 
bolic disturbance is advisable. Coleman (1948) reported 
@ case in which a blood-transfusion was given without 
untoward reaction, and Freedman et al. (1952) noted 
improvement after a blood-transfusion. Possibly in the 
present case the serious deterioration after the blood- 
transfusion was coincidental. 
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Ergometrine 

The use of ergometrine after delivery of the placenta 
may have been a factor causing the early postnatal 
deterioration. The manifestations of acute porphyria 
are thought to be due to vasospasm causing foci of 
ischemic necrosis, porphyrins being vasoconstrictors. It 
is probably unwise to potentiate this action by using 
drugs such as ergometrine. 

A change in mental attitude after delivery has been 
noted by Freedman et al. (1952), whose patient under- 
went complete change of personality. 


Summary 
A case of acute porphyria in pregnancy is described. 
Blood-transfusion and ergometrine are suggested as 
factors that may have caused death. 
I wish to thank Dr. P. R. C. Evans for advice and encourage- 
ment in the preparation of this report, and Prof. C. Rimington 
for help in investigating the case. 
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FATAL AGRANULOCYTOSIS DURING 
CARBIMAZOLE THERAPY 


G. B. Tarr 
M.D. Edin., M.R.C.P.E. 


PHYSICIAN, DEWSBURY, BATLEY, AND MIRFIELD HOSPITAL 
GROUP, YORKS 


CARBIMAZOLE appears to be one of the least toxic of 
anti-thyroid drugs. In a review of published reports 
Burrell et al. (1956) found an incidence of major toxic 
effects of 0-5%. By ‘‘ major toxic’ effects they meant 
either serious depression of the marrow, or drug fever 
(with or without enlargement of lymph-glands), or 
arthralgia. They found that agranulocytosis had been 
reported in only 4 cases in the United Kingdom and the 
United States. The toxic symptoms came on within two 
months of the start of treatment with carbimazole and 
developed only with a dosage of more than 20 mg. daily. 

Burrell (1956) lists 6 published cases of serious depres- 
sion of the marrow and adds | further case, which was 
fatal. Of the 6 cases 1 was fatal (Richardson et al. 1954). 

Of the 21 cases I have treated with carbimazole, 2 have 
shown depression of the polymorphs in the peripheral 
blood, necessitating a change to other treatment (per- 
chlorate). A third patient developed complete agranulo- 
cytosis and died. In view of the widespread use of 
carbimazole and its apparent low toxicity, I record this 
last case. } 

Case-report 

A man, aged 66, was admitted to hospital on April 30, 1956. 
He stated that he had been well until about a fortnight 
previously, when he developed what was probably an infection 
ef his upper respiratory tract. When he got better from 
this he did not recover his usual energy and he became short 
of breath on walking. This dyspnoea soon became persistent, 
being greatly aggravated by any attempt to lie down. 
Palpitations began to trouble him. Swelling of the feet and 
ankles appeared about a week after admission to hospital. 

His previous health had been good, apart from a recurrent 
cough each winter and a “ large neck’ for very many years. 
The family history was not relevant. 

Examination.—On admission he was dyspneic and had 
engorged neck veins and moderate cedema of his feet and legs. 
The isthmus and the right lobe of his thyroid gland were 
enlarged, and the right lobe was nodular. His pulse-rate was 
150, the pulse being irregular in rhythm and force. His heart 
was enlarged to the left with the apex-beat '/, in. outside the 
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left mid-clavicular line. At the apex was heard a harsh 
systolic bruit which was not propagated in any particular 
direction. His blood-pressure was 180/80 mm. Hg. His 
prostate gland was enlarged. 

He was regarded as having left ventricular failure with 
atrial fibrillation due to hyperthyroidism from a nodular 
goitre. 

Investigations.—Radiography showed an enlarged heart 
with pulmonary congestion and small bilateral pleural effu- 
sions. The hemoglobin was 84% and the white-cell count 
6000 per c.mm. (neutrophils 66%, eosinophils 1%, basophils 
2%, lymphocytes 21%, monocytes 10%). The _ blood- 
cholesterol was 90 mg. per 100 ml. The urine was infected 
with coliform bacilli sensitive to chlortetracycline (aureo- 
mycin). 

Treatment was begun with chlortetracycline 250 mg. six- 
hourly for eight days and digoxin 1-0 mg. initially, followed 
by 0-5 mg. six-hourly till digitalised, followed by a maintenance 
dosé. A test dose of 0-5 ml. of intramuscular mersalyl was 
given, after which the patient collapsed and his pulse-rate rose 
alarmingly. This was regarded as a toxic reaction to mersalyl, 
and no more was given. Carbimazole 10 mg. three times a 
day was administered from the start. 

Progress.—The patient’s urinary-tract infection persisted, 
and culture on May 14 grew coagulase-positive Staphylococcus 
aureus sensitive to nitrofurantoin (‘ Furadantin’). During 
this period the white-cell counts showed a neutrophil leuco- 
cytosis of 21,650 per c.mm. on May 11 to 15,000 per c.mm. 
on May 19. With nitrofurantoin therapy the urine became 
sterile on May 24. On May 29 the white-cell count was 
15,000 per c.mm. (neutrophil polymorphs 8000 per c.mm.). 
By this time the patient was much improved as regards urinary 
symptoms, cardiac failure, and hyperthyroidism, but on 
June 7 the white-cell count was 7000 per c.mm. (neutrophils 
4550 per c.mm.). On the 19th his temperature rose suddenly, 
and he looked ill. His throat was healthy. Carbimazole 
was stopped immediately. A white-cell count showed 300 per 
¢c.mm. (neutrophils 6 per c.mm.). The hemoglobin was 62%. 
Treatment with penicillin and blood-transfusion was started, 
but the patient deteriorated rapidly and died on June 22. 
Before death his urine again contained coagulase-positive 
Staph. aureus. 

Necropsy revealed an enlarged prostate, cystitis, and a 
nodular goitre. The heart was considerably enlarged. 


Comment 


This patient developed fatal agranulocytosis while on 
carbimazole 30 mg. daily. So far as I am aware, no 
depression of the marrow has been reported to follow 
use of treatment with nitrofurantoin ; so it seems clear 
that the carbimazole was responsible. The patient 
developed what was probably a reaction to mersalyl, and 
this suggests that he may have been predisposed to drug 
reactions, although he gave no previous history of allergy. 
Most cases of neutropenia recover when the offending 
drug is withheld, as in the two previous cases, in which, 
however, the neutropenia was never severe and the 
patients*were never ill. These 2 cases were detected by 
routine white-cell counts, which most authorities today 
regard as of little value. Though agranulocytosis usually 
comes on with dramatic suddenness, occasionally there 
is a more gradual depression of neutrophils. This suggests 
that the routine white-cell count is not altogether 
valueless during the first two months of therapy. 


Summary 

A case of fatal agranulocytosis in a man, aged 66, 
treated with carbimazole is described. 

This appears to be the eighth recorded case of severe 
hematological reaction to carbimazole, and the third 
fatal case. 

Two other cases of neutropenia detected by routine 
white-cell counts are mentioned. 
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INCREASED PITUITARY GONADOTROPHIN 
ACTIVITY AFTER DEGENERATION OF 
SEMINIFEROUS TUBULES 
PRODUCED BY NITROFURAZONE 


J. A. Nissm™ 
M.D. Lond. 
READER IN PHARMACOLOGY IN THE UNIVERSITY OF LONDON 


From the Department of Pharmacology, Guy’s Hospital 


Tue nitrofurans, which include nitrofurazone and 
furadroxyl, are antibacterial drugs effective against 
a range of gram-positive and gram-negative organisms 
and have been used against infections of the urinary 
tract. But they are also cytotoxic and produce atrophy 
of the testis with spermatogenic arrest, believed | to 
be located at the primary spermatocyte stage, and 
unassociated with any abnormality of the interstitial 
cells (Prior and Ferguson 1950, Nelson and Steinberger 
1952, Paul et al. 1953). 

During studies on the endocrine secretions of the 
testis with the aid of iron-dextran (‘ Imferon ’) (Nissim 
1955, 1956a and b), the effect of nitrofurans on this organ 
has been further examined with interesting results con- 
cerning the regulation of the functions of the testis by 
gonadotrophin. The present paper reports the effect of 


TABLE I--AVERAGE WEIGHT OF TESTIS AND SEMINAL VESICLE 
IN NORMAL AND NITROFURAZONE-TREATED MICE 
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ment are not seen when the same dose is given to mice 
which have been hypophysectomised; so they must 
be mediated through the pituitary. 


Methods 


Nitrofurazone was given to white adult male mice in 
concentrations of 0-04—0-6% in diet 41 (m.R.c.), Each mouse 
received 5 g. of diet daily. The animals were kept on the drug 
for 2-5 weeks, but with the higher doses death often super- 
vened within a few days. At the end of each experiment the 
testis and seminal vesicles (including coagulating gland and 
posterior lobe of prostate) were weighed and fixed for histo- 
logical study. 

Hypophysectomised mice were maintained on 75 ug. 
cortisone acetate daily. Post-mortem examination of the 


TABLE II—-AVERAGE WEIGHT OF TESTIS AND SEMINAL VESICLE 
IN HYPOPHYSECTOMISED MICE ON DIFFERENT DIETS 


No, Weight | “iS8™* | weignt | Weight of 
Experiment o R A.4 during of testis —— 
mice : treat- (mg.) . 
ment (£-)i ment (g.) (mg.) 
Normal diet - 13 19-4 1-0 50-145°0 | 32-6444 
0-04%  nitrofura- 
zone in diet .. 6 19-4 1°5 42-95 7:3 | 41-829-7 
0-15-0-'2% _nitro- 
furazone in diet 22 17-2 3-5 27-743-8 | 21-941°8 


pituitary area was always made under the dissecting-micro- 
scope and cases of incomplete hypophysectomy excluded. 


No, | Wetent | Wolent Weight | Weight of 
Experiment 0 BRA during | of testis — 
mice ~ treat- (mg.) : 
ment (g.) ment (g.) (mg.) 
Normal diet - 164 25°3 <a 106-6+1-6 81-241°6 
004%  nitrofura- 
zone in diet i 36 23-4 ie 104-14+1°7 53:143-1 
0°15-0°3 % nitro- 
furazone in diet 37 21°8 4 43-5+4-0 81-5+6-7 
06% nitrofura- 
zone in diet i 6 17°3 6 63:347°9 50645°3 


nitrofurazone on the testis of the mouse at three dosage 
levels. With small doses the seminal vesicle and prostate 
decrease in size though the morphological appearance 
of the testis is unaffected (Since the decrease in size 
of the seminal vesicle can be reversed by testosterone, 
it is presumably anti-androgenic in nature.) In contrast, 
larger doses, which produce tubular injury, also cause 
hyperplasia and hypertrophy of the interstitial cells, and 
enlargement of the seminal vesicles and prostate. Both 


the interstitial hyperplasia and the vesicular enlarge- 


Results 


Mice on 0-04% nitrofurazone showed no change in 
body-weight or in weight of testis, but the mean weight 
of seminal vesicle was reduced by 35% (P<1 in 101%), 
Thus, at this dosage level, there is a noticeable anti- 
androgenic effect, but little else (fig. 1, table 1). Mice 
on 0-15-0-3% nitrofurazone showed a 59% reduction 
in the weight of testis, associated with degeneration 
of the tubules involving all stages of spermatogenesis. 
The spermatogonia are the last to be affected, but the 
Sertoli cells escape and may show some proliferation. 
Contrary to expectation, a large proportion of these 
mice show normal or unusually large seminal vesicles 
(fig. 2), and this is always associated histologically with 
striking hypertrophy and hyperplasia of the interstitial 
cells (figs. 3 and 4). Some mice, however, are overcome 
by the cytotoxic effect of the drug, lose weight, and show 
collapse of the seminal vesicles and interstitial cells. The 
net result, therefore, is a reversion of the mean weight 
of seminal vesicle to normal, but with wider scatter and 
hence greater s.E. 





Fig. |—Testes and seminal vesicles showing anti-androgenic effect 
of 0.04%, nitrofurazone in diet. Mouse was killed after 18 days’ treat- 
ment. Note atrophied seminal vesicles (30 mg. and 29 mg.) and 
normal testes (107 mg. and 102 mg.). 


Fig. 2—Left testis and seminal vesicles showing androgenic effect of 


0-1S% nitrofurazone in diet (right testis removed). Mouse was 
killed after 18 days. Note atrophied left testis (23 mg.) but unusually 
large seminal vesicles (135 mg. and 130 mg.). 
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Fig. 3—Normal testis of mouse showing seminiferous ‘qubates and 
interstitial celis. (Haematoxylin and eosin. < 162.) 


Mice on 0-6% nitrofurazone died in 6—9 days, and in 
spite of the short duration of treatment, show ed distinct 
atrophy of both the testis and seminal vesicle. 

The results in hypophysectomised mice are shown in 
table u. There is no significant difference between those 
on normal diet and those on 0-04% nitrofurazone, 
but mice on 0-15-0-2% nitrofurazone show greater 
testicular and seminal-vesicle atrophy. The interstitial- 
cell and seminal-vesicle hypertrophy is absent. In the 
hypophysectomised mouse, the primary anti-androgenic 
effect is unmasked and accounts for the extremely low 
mean weight of the seminal vesicles. 


Discussion 


The above experiments indicate that the direct effect 
of nitrofurazone on the seminal vesicle is anti-androgenic 
in character, so that the hypertrophy of seminal vesicles 
with medium doses must be mediated through excess 
pituitary gonadotrophin. This may occur in one of three 
ways : 

1. Overactivity of pituitary due to direct action of nitro- 
furazone. 

2. Overactivity of pituitary due to withdrawal of inhibitory 
substance produced by intact seminiferous tubules. 

3. Accumulation of pituitary gonadotrophin due to failure 
of utilisation by tubule cells. 


The first explanation does not seem likely, since the 
direct effect of the nitrofurans is cytotoxic, and since a 
rise in gonadotrophin levels has been reported in other 





Fig. 4—Testis of mouse showing effect of 0. 3% nitrofurazone in diet. 
Mouse was killed after 14 days. Note severe damage of germinal 
epithelium and striking hypertrophy and hyperplasia of interstitial 
cells. (Haematoxylin and eosin. * 162.) , 


conditions of epermategenis arrest. The utilisation hous. 
thesis favoured by Heller et al. (1952) does not seem to 
fit in with the generally accepted hypothesis of two 
pituitary gonadotrophins (interstitial-cell-stimulating hor- 
mone and follicle-stimulating hormone). The failure of 
tubule cells to utilise F.s.H. should not lead to over- 
activity of interstitial cells which are controlled by 
1.C.S.H. Furthermore, in testicular degeneration caused 
by experimental cryptorchism (Nelson 1951) and by 
furadroxyl (Nelson and Steinberger 1952) castration 
cells in the pituitary, indicating gonadotrophin secretory 
overactivity, have been noted. Hence the second explana- 
tion seems the most plausible. 

The inhibitory substance is evidentty not testosterone. 
(Estrogen can also be safely excluded, since the Leydig 
and Sertoli cells, which are generally believed to be 
implicated in its elaboration, remain unaffected by 
nitrofurazone. This would leave an unknown pituitary 
inhibitor as the most likely cause of the observed 
anomalous effect. 


Summary 


Nitrofurazone has an anti-androgenic effect on the 
seminal vesicles and prostate of mice when given in 
small doses. In larger doses it causes spermatogenic 
injury associated with interstitial-cell hyperplasia and 
enlargement of the seminal vesicles. This latter effect is 
absent in hypophysectomised mice treated similarly. 
Release from a_ pituitary-inhibiting factor normally 
liberated by the germinal cells is put forward as the 
most plausible explanation of the secondary androgenic 
effect, 

I should like to express my thanks to Messrs. Menley & 
James for a liberal supply of nitrofurazone. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Anuria in Medical Conditions 


TuHE section of medicine met on Jan. 22, with Dr. G. E. 
BEAuMONT, the president, in the chair, to discuss Anuria 
in Medical Conditions. 

Dr. M. D. M‘Lne stated that absolute anuria was rare 
in medical conditions, being commonest in cases of 
ureteric obstruction. Acute oliguric renal failure could 
occur either in patients with chronic renal disease or in 
patients with previously normal kidneys. The two most 
common causes in patients with chronic renal disease 
were salt depletion and an acute exacerbation of pyelo- 
nephritis. Acute renal failure in patients without previous 
renal disease could best be classified according to the 
anatomical site of the lesion: (a) diseases affecting 
the main renal arteries or veins ; (6) diseases affecting the 
smaller renal arteries, afferent arterioles, and glomeruli ; 
(c) diseases affecting the renal tubules; and (d) cases of 
ureteric obstruction. Diseases of the renal arteries or 
veins were more likely to cause anuria or oliguria if there 
was only a single kidney. A disturbingly large number 
of cases. of oliguria followed diagnostic aortography. 
This was a potentially dangerous diagnostic technique 
and should be applied only if it was likely to yield 
essential information, It was undesirable to perform a 
major surgical operation shortly after aortography since 
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repeated renal circulatory damage was additive in its 
effects on kidney function. Oliguria and anuria due to 
polyarteritis nodosa or acute glomerulonephritis was of 
more serious prognosis than the more usual cases of 
acute tubular necrosis and did not appear to be benefited 
by cortisone. 

Of tubular lesions, acute tubular necrosis due to 
renal ischemia and proximal tubular necrosis due to 
nephrotoxic drugs had a more favourable prognosis 
than renal cortical necrosis with simultaneous glomerular 
damage and renal papillary necrosis affecting the renal 
papille and collecting tubules. Obstructive lesions of 
the ureters should be treated surgically but were 
important to the physician since they could mimic 
medical varieties of anuria. Conservative treatment was 
essential in all cases of acute renal failure, but dialysis 
with the artificial kidney was useful in cases showing 
uncontrolled hyperkalemia or acidosis. 

Dr. A. M. Joekes described some illustrative cases of 
oliguric renal failure complicating medical conditions. 
One cause of acute tubular necrosis which had not often 
been recognised was the profound circulatory collapse 
after a major pulmonary embolism. Hepatic disease with 
jaundice seemed to predispose to acute renal failure. 
Dr. Joekes described 4 cases associated with biliary 
cirrhosis and acute hepatitis, all 4 recovering from the 
episode of renal failure. The réle of hemoglobinuria in 
the production of acute tubular necrosis was still 
undefined. While renal damage was common after incom- 
patible blood-transfusion and in blackwater fever, it was 
rare in acute hemolytic anemia. An additional element 
of circulatory shock seemed to be an essential factor in 
causing renal damage. 

Percutaneous renal biopsy was sometimes of great value 
in assessing whether recovery was possible, and therefore 
in guiding therapy. In a case of scleroderma with severe 
renal damage, prolonged conservative therapy had been 
deemed undesirable in view of the gross and irreversible 
renal damage found at biopsy. 

Dr. E. M. Darmapy described the changes in acute 
tubular necrosis as shown by microdissection of nephrons 
and histological preparations. Immediately after the 
onset stage the glomeruli were engorged with blood, 
and this was followed by a focal loss of translucency of 
the tubules, mostly confined to the proximal segment. 
In the early stage of anuria or oliguria, transparent casts 
were seen in the lower end of the proximal tubule and 
loops of Henle; there was scattered tubular epithelial 
disarrangement and focal necrosis. In the middle of the 
anuric phase there were tubular ruptures in all parts of 
the nephron; at the same time there were prominent 
casts in the distal and collecting tubules. In the diuretic 
phase there was evidence of epithelial regeneration in the 
previously damaged portion of the nephron. Dr. Darmady 
considered that interstitial edema with increase of intra- 
renal pressure was not the cause of the oliguria. Since 
many of the tubules were not sufficiently damaged to 
prevent urinary secretion it was thought the glomeruli 
must be the operative factor in causing the anuria or 
oliguria. Possibly the engorgement of the glomeruli 
in the early stages was similar to the anuria occurring 
in homotransplanted kidneys in dogs ; for, although there 
was damage to the juxtaglomerular portion of the 
nephron which could be partly prevented by cortisone, 
injection of indian ink into the renal circulation at the 
time of anuria showed that the glomeruli were over- 
filled with blood, suggesting lack of tone of the capillary 
tuft with a sluggish circulation. 

In the recovery phase of oliguria there might be con- 
siderable excess urinary potassium loss. In these cases 


the tubular cells showed the typical ‘‘ vacuolar nephro- 
pathy’ of potassium depletion—a change which Dr. 
Darmady had also found in kidneys from cases of primary 
aldosteronism. 


Reviews of Books 
Pediatrics 

Edited by Donatp Paterson, M.D., formerly clinical 
professor, department of pediatrics, University of British 
Columbia ; Jonn Fereuson McCreary, M.D., professor 
and head, department of pediatrics, University of British 
Columbia. Montreal: J. B. Lippincott; London: 
Pitman Medical Publishing. 1956. Pp. 654. £5 10s. 


TuHIs new Canadian textbook is edited by Dr. Paterson, 
whose books on infant feeding and diseases of children 
became well known in this country when he practised in 


‘London, and by Dr. McCreary, who crossed the American 


continent a few years ago from Toronto to become 
professor of pediatrics in the new medical school at 
Vancouver. Of the 36 contributors, 21 belong to that 
school and 7 to Toronto, while 7 other Canadian medical 
schools are represented. 

Canadian practitioners felt the need for a book of 
medium size such as this, with a practical approach and 
emphasis on diagnosis and treatment and the common 
problems of pediatric practice. Rarities are mentioned 
briefly, thus ensuring a well-balanced comprehensive 
picture. The work includes chapters on accidents and 
sudden death; diseases of the ear, nose, and throat, 
eyes, skin, and bones and joints; disturbances of 
adolescence; and pediatric gynecology. It is well 
arranged and concisely written and the illustrations are 
good, though more than 192 would have been welcome 
in such a good volume. 


Chemosurgery in Cancer, Gangrene and Infections 
Frepertc E. Mons, B.sc., M.D., associate professor of 
chemosurgery, department of surgery, University of 


Wisconsin Medical School. Springfield: Charles C. 
Thomas; Oxford: Blackwell Scientific Publications. 
1956. Pp. 305. 102s. 6d. 


Too little thought has been given to the possibility of 
destroying surface growths by chemical means. Dr. Mohs 
has devised a system whereby such lesions may be 
eliminated by using zinc chloride, which penetrates and 
‘“* fixes ’’ the mass. After one application the fixed mass 
is removed and examined histologically ; should malig- 
nant cells be seen on the deep surface, zinc-chloride paste 
is again applied to the area; several applications may 

necessary. Surgical excision can be undertaken 
initially and followed by chemical treatment. The method 
calls for experienced histological control; the five-year- 
survival figures indicate that in Dr. Mohs’s hands 
chemosurgery compares well with other methods. 
An Introduction to Electrocardiography 
L. SCHAMROTH, M.R.C.P.E., F.R.F.P.S., University of 
Witwatersrand and General Hospital, Johannesburg. 
Cape Town and Johannesburg: Juxta. 1956. Pp. 60. 
21s. 

In this short book the essential principles of electro- 
cardiography are clearly explained on a basis of simplified 
electrophysiology. The text is illustrated by diagrams 
which are mostly helpful; but the value of this intro- 
duction would have been enhanced by the inclusion of 
some typical electrocardiograms: diagrams, however 
good, are indifferent substitutes. As it is, the book 
should be a most useful supplement to larger textbooks 
of electrocardiography. 


Traité des urgences en chirurgie 


Vols. 1 and 2. P. Broce, F. Pomievx, R. CHasror. 
Paris: Masson. 1956. Pp. 1301. Fr. 8000 


THIs comprehensive work on emergency surgery is 
designed to cover all contingencies which might be 
encountered by an isolated surgeon working in a remote 
area; fractures are therefore very properly included. 
It is an instructional work with a didactic flavour. 
Though in some respects practice differs from that in 
this country, there is a general concurrence of view. 


Child Development (London: Tavistock Publications. 
1956. Vol. 2. Pp. 271. 28s.).—The proceedings of the second 
meeting of the World Health Organisation study group on the 
psychobiological development of the child, held in London in 
1954, have been published under the editorship of Dr. J. M. 
Tanner and Prof. Barbel Inhelder. 
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as a routine sedative and hypnotic, In 
sedative doses of 65 mg. (1 gr.) two or 
three times a day, it is invaluable in 
relieving stress and anxiety states, 
acting as a barrier between the patient 
and his worries, yet leaving his intel- 
lectual ability unimpaired. A hypnotic 
dose of 200 mg. (3 gr.) gives prompt 
sleep, after which the patient wakens 
refreshed and alert. 
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for safety and reliability 
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Hay-fever prophylaxis 


Prophylaxis against hay-fever may be successfully accom- 
plished by hyposensitisation with POLLACCINE,* an extract 
prepared from the pollens of timothy grass and cocksfoot, 
and considered to be polyvalent for all true hay-fever. 

To allow completion of the full course before the hay-fever 
season in May, POLLACCINE injections should begin in 
January or February. Modified courses are available for 2nd | 


and 3rd year patients. 


POLLACCINE may be prescribed under the National Health Service; 


For details of packaging please see Parke- Davis Catalogue. 
* Trade Mark 


Pollaccine is prepared in the Wright-Fleming 
Institute of Microbiology, St. Mary’s Hospital 
Medical School, London, W.2. 
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Cancer of the Gisophagus 


TWENTY years ago the esophagus was a surgical 
no man’s land separating the laryngologist from the 
abdominal surgeon—and both approached it with 
trepidation. The results of surgery for malignant 
disease of the cesophagus were very poor; and the 
best that could be said for radiotherapy was that it 
often precipitated the end by causing a perforation 
of the cesophagus. The picture has changed. The 
opportunities offered by advances in anzsthesia, 
by the new antibiotics, and by a more physiological 
approach to postoperative care have been seized 
with enthusiasm by the surgeon!; and _ super- 
voltage machines have enormously increased the 
power and range of radiotherapy. So impressive are 
these new methods of treatment, and so many are 
the alternatives suggested for different types of growth 
and patient, that, if steady progress is to be achieved, 
their relative merits must now be carefully weighed. 
SmiTHERs * rightly insists that, restricted though its 
use may be to a few centres, modern radiotherapy 
(like modern surgery) should be judged by the best 
it can offer; and, reviewing 314 cases of cancer 
of the cesophagus, seen at the Royal Marsden Hospital 
between 1936 and 1951, he is in an excellent position 
to form such a judgment. 65 patients in this carefully 
analysed series are grouped as “untreated”; but 
they include those who had such minor palliative 
procedures as the passage of Souttar’s tubes, gastro- 
stomy, or jejunostomy. None survived for two years ; 
and 95% were dead within six months. These dismal 
figures closely agree with the recently published 
findings of Mustarp and IsBerson*® from the 
Toronto General Hospital: and they confirm the 
low opinion in which gastrostomy and jejunostomy 
are generally held. Both operations shorten rather 
than prolong life, inflict rather than alleviate suffering. 
This is the grim background against which all the 
bolder forms of treatment must be evaluated. 

In the Royal Marsden Hospital series 20 of the 
314 patients had the growth resected: 5 of them 
survived for two years and 1 of them is still alive 
after eight years. In the Toronto series (381 cases, 
seen by various members of the General Hospital 
staff in the years 1947-53) the tumour was operated 
on in 133 patients and resection was possible in 100. 
Of these 133, 48 died before they left hospital ; 
but 7 survived for five years or more. SMITHERS 
also describes the results in 229 patients treated by 
radiotherapy : 20 survived for two years and 7 for 
five years. (Of these 7 patients 4 eventually died of 
unrelated intercurrent disease ; but 2 succumbed to 

1. See leading article, Lancet, 1955, ii, 653. 


2. Smithers, D. W. Ann. R. Coll. Surg. Engl. 1957, 20, 36. 
3. Mustard, R. A., Ibberson, O. Ann. Surg. 1956, 144, 927. 
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late recurrence of cancer.) The Canadian results in 
55 irradiated patients show 10 two-year survivals and 
1 five-year survival. Such figures are, of course, 
meaningless, if not actually misleading, unless note 
is taken of the many things which influence the 
selection of patients: and, indeed, a consideration 
of these is in some ways more illuminating than a 
contemplation of the numerical end-results. The 
most notorious variable in internal selection is the 
anatomical definition of the cesophagus; and its 
bearing on statistical findings, especially those 
relating to cancer, is well illustrated by the Canadian 
series. This group includes among tumours of the 
upper third of the cesophagus, cancers of the laryngo- 
pharynx, a type of growth which differs from more 
distal growths in its age and sex incidence (it pre- 
dominantly affects middle-aged women), as well 
as in its accessibility and response to treatment. 
Perhaps because of the “ almost infinitely repeated 
trauma of the food bolus squeezing through the 
crico-pharyngeal sphincter,” * malignant disease is 
very common in this short segment of the alimentary 
tract; and no less than 27% of all “ esophageal ”’ 
tumours in the Toronto series started in this region. 
At the lower end of the gullet it was impossible to 
exclude with complete certainty all cancers arising 
from the stomach ; and though every effort was made 
to do so, it is perhaps significant that both the long 
survivors with lesions of the abdominal csophagus 
had adenocarcinomas. Other variables, such as 
standards of skill, differences in the personal experi- 
ence of the surgeon or radiotherapist, and the close- 
ness of the codperation between them, make it hard 
to compare results from different sources. Never- 
theless, such comparisons are one of the few sources 
of guidance for the future; true results are, after 
all, only beginnings. 

It is often said that, by and large, modern radio- 
therapy and surgery achieve similar results in carci- 
noma of the cesophagus. Such remarks reveal a 
tendency to stray prematurely to the foot of the 
column marked “total” rather than examine the 
data in full; for all surgical series contain a pre- 
ponderance of lower-third tumours, accounting some- 
times for as many as 50% or 60%,*° and dispro- 
portionately few upper-third cancers. In groups of 
patients treated by radiotherapy, though results for 
all sites. may be inferior, the growths are usually 
more evenly distributed.2*7 At least one reason is 
not far to seek: surgery is undoubtedly at its best 
in the lower reaches of the cesophagus, and least 
successful near the upper end. Radiotherapy, on the 
other band, has proved most effective in the upper 
cesophagus (whence metastases to subdiaphragmatic 
lymph-nodes are late and uncommon). 

There is even less justification for saying that 
today’s five-year survivals reflect only the natural 
history of the disease. Gloomy as the prognosis of 
cesophageal cancer still is, treatment has certainly 
restored health to a few patients, prolonged life in 
some, and made existence tolerable for many. Surgery 
can do much in the way of palliation: and it could 
do more if surgeons were less reluctant to admit 
that the chances of absolute cure—even in the best 





4. Sweet, R. H. J. Amer. med. As; 1954, 155, 422. 

5. Franklin, R. H. , Shipman, J. J. Brit, med. J. 1952, i, 947. 
6. Kéhler, R. Acta radiol. Biockh: 1951, 35, 207. 

7. Nielsen, J. Ibid, 1945, 26, 361. 





308 THE LANCET] 


hands—are still remote, and that the best radical 
operations are not always the best palliative ones. 
Now that a sound palliative operation can ensure 
several months, or even years, of comparative comfort, 
it is self-deception to say after an unsatisfactory 
resection and anastomosis (often a patched-up 
affair at the end of a gruelling three-hour session) 
that it will at least relieve the patient of his dis- 
comfort. Should the patient survive (and his chance 
is hardly better than even) he would have been better 
served with no resection ; and, what is more disturb- 
ing, nine times out of ten this has been plain from 
the beginning. “‘On . ‘se souvent de l’amour a 
ambition, mais on ne passe guére de l’ambition 
& amour” ®: it is a sad paradox that the number 
of different radical operations recommended (and 
presumably practised) today almost certainly exceeds 
their total number of survivors. Even those that 
look sound on paper should be judged with at least 
one eye on the mortality figures—which are sobering. 
Houmpureys and Moors * report from the Presbyterian 
Hospital in New York that of all patients seen there 
with primary cesophageal cancer (162 cases in ten 
years) there was not | five-year survivor. At the New 
Haven Hospital, during a similar period, the only 3 
survivors had adenocarcinomas, probably originating 
in the stomach.’ ParRKER and JENKINS" could 
find only 1 five-year cure at the Roper Hospital, 
Charleston, in a review of 210 cases; and Ravircu,!” 
though he does not give the total number of patients 
that were seen, could find none at the Johns Hopkins 
Hospital. There may be scope for improvements 
in operative technique; but neither its present 
imperfections nor delay in diagnosis can take much 
blame for these results. In contrast to radical opera- 
tions, Mustarp and IBBERSON are convinced that 
palliative by-pass operations have real merit and that 
they are usually feasible. “‘ The ability to swallow is 
promptly restored and maintained regardless of 
whether or not the primary lesion can subsequently 
be successfully dealt with.” * At present Mustarp 
and IBBERSON perform an anterior mediastinal by-pass, 
using a jejunal Roux loop ™ or a colonic segment, in 
all “ good-risk ” patients with malignant obstruction. 
As an alternative, a palliative intubation‘ has the 
merit of simplicity, and it can be used for growths 
at all levels. 

An understandable distaste for compromise may 
partly explain why radiotherapy (by tradition, if not 
in fact, palliation par excellence) still rarely gets the 
consideration it deserves. Despite a cure-rate of 7°, 
for tumours of the upper third, Amp !* feels that 
deep therapy has little to offer for cesophageal carci- 
noma and though “in the middle cesophagus a fairly 
effective tumour dose can be obtained by rotating the 
patient in the beam . . . results are not satisfactory ; 
and in the lower part of the cesophagus this form of 
treatment is entirely useless.’ No-one will dispute 
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9. saree. G. H., Moore, R. L. Surg. Clin. N. Amer. 1953, 
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these statements : but will they not encourage the less 
experienced to discard a method which has proved 
useful, within its limitations, in favour of one which is 
more spectacular but more lethal? As an alternative 
to survival-rates of less than 1°, after radical surgery 
in the mid cesophagus (and an almost prohibitive opera- 
tive mortality), radiotherapy can usually restore the 
patient’s ability to swallow; “ with a minimum of 
discomfort, with a stay in hospital of a few weeks . 

and with virtually no treatment mortality the majority 
of those patients . . . swallow well until their death.” * 
There may or may not be a place for combined therapy 
—either by preoperative irradiation or the use of radio- 
active-gold-grain implants '*—but there is certainly 
a place for combined efforts in selecting cases for 
whichever form of treatment holds out most promise. 
SmiTHERS believes that “ both methods are likely 
to improve still further in the next few years and they 
have their individual sites of maximum advantage ; 
but competition to the patient’s disadvantage instead 
of coéperation to produce the best results is still far 
too common.” In the treatment of cancer of the 
cesophagus, no less than elsewhere, isolated surgical 
successes, however Homeric in their dash and brilli- 
ance, do not justify the Homeric afterthought that 
“the rest were vulgar death unknown to fame.” 2” 


New Drugs, Old Dangers 


Amone the many new drugs that have lately been 
introduced, the most prominently displayed are the 
organic chemicals for the relief of pain and insomnia, 
and the so-called “ tranquillisers.” The chemical 
structure of many of these drugs raises suspicion that 
they may damage the blood-forming tissues and 
the blood-vessels ; and evidence is accumulating to 
show that this suspicion is justified. The chances 
that a given drug will harm a particular patient are 
probably very small; and the mounting record of 
blood disorders may be largely a reflection of the great 
number of patients who are now being given these 
drugs, rather than a sign of serious toxicity. 
Nevertheless, there is good reason to emphasise again 
that many of these substances can kill and that others 
may yet turn out to be potentially lethal. We review 
below some of the examples of drug-induced blood 
disorders that have come to notice in the past two 
or three years. 

Phenylbutazone (‘ Butazolidine’) was introduced for 
the treatment of rheumatoid arthritis and other painful 
joint conditions. LEONARD,'* who reviewed the literature 
in 1953, collected 356 instances of toxic reactions among 
1526 treated patients, and these included 11 cases of 
agranulocytosis. He himself recorded 1 patient who had 
fatal aplastic anemia and 1 who had granulocytopenia 
but recovered. This second patient had been treated for 
six weeks when sore throat and fever began; the white- 
cell count was 1600 per c.mm. with 34% polymorphs ; 
he was treated with penicillin and recovered. DILLING a8 
also described a fatal agranulocytosis due to sensitivity to 
phenylbutazone. This patient had 600 mg. daily for 
five days, but when cedema developed the drug was 
stopped ; after seven days treatment was resumed and 
450 mg. was given daily. Three days later she had a 
symptoms; the white-cell count was 2000 per c 
no polymorphs were found, and the patient died “three 
16. Fleming, J. A. C., Barrett, N. R. In British Practice in Radio- 

therapy. London, 1955. 
17. Homer’s Iliad. Book 1, line 394. 
18. Leonard, J. C. Brit. med. J. 1953, i, 1311. 
19. Dilling, N. V. Lancet, 1953, i, 1230. 
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days later. Another fatal agranulocytosis 2° was the 
outcome of the patient’s insistence on “‘ the new treat- 
ment ”’ for her rather vague arthritis. After 200 mg. daily 
for four weeks she had sore throat and pyrexia. Her 
white cells numbered 1600 per c.mm., with 2% poly- 
morphs, but her marrow still contained 43 % myelocytes. 
The white count recovered with treatment, but the 
patient died, and at the post-mortem examination there 
— multiple abscesses in the lungs and a few in the 
iver. 

Chlorpromazine (‘ Largactil’) is enjoying some popu- 
larity as a short-term sedative, and psychiatrists are 
giving it for longer periods. In 1955, TASKER ® described 
fatal agranulocytosis in a woman who was being treated 
for hysteria. It is interesting that warning signs appeared 
when the treatment was begun—pyrexia, slight jaundice, 
and an irritant rash—but they settled down and treat- 
ment was continued for forty-one days to a total of 
5°5 g. of chlorpromazine. Typical acute agranulocytosis, 
with ulcerative stomatitis, then followed; the white 
count was only 900 per c.mm., with 10% polymorphs, 
and the patient died eight days later. ADAMS et al.** 
saw agranulocytosis in a patient in an anxiety state who 
had been given 12 ». of chlorpromazine in eight weeks. 
The onset was sudden with severe pharyngitis and a 
temperature of 102°F. The white cells were down to 
800 per c.mm., all lymphocytes, and the bone-marrow 
was almost completely devoid of granulocytes, though 
erythroblasts and megakaryocytes were present in normal 
numbers. Cortisone and antibiotics were given, and he 
recovered in a week. Another patient was detected at 
the granulocytopenia stage when she had 1200 white 
cells per c.mm. and 34% polymorphs ; and she recovered 
quickly when the chlorpromazine was stopped. ScHick 
and VirKs* have lately collected 21 published cases of 
agranulocytosis due to chlorpromazine, 8 of them fatal. 
Their own patient had had 100 mg. daily for six weeks 
when the signs and symptoms of acute agranulocytosis 
appeared ; there were 800 white cells per c.mm. and no 
polymorphs ; the marrow contained only 05% myelo- 
cytes and no other granulocytes, but normoblasts were 
plentiful. With blood-transfusion, penicillin, and ascorbic 
acid, the patient recovered in four days. 

One of the tranquillisers, meprobamate (‘ Miltown,’ 
‘Equanil’) has been blamed for purpuric reactions. 
CARMEL and DANNENBERG** saw 3 patients in whom 
non-thrombocytopenic purpura developed after relatively 
small doses. For example, a woman of 42 was given 
meprobamate after a minor operation; after 3 tablets 
of 400 mg. purpura appeared over the thigh, trunk, 
abdomen, and arms; she also had anorexia and fever. 
The platelet-count and other blood examinations were 
normal, but capillary fragility was increased. The 
purpura subsided in a week. Similar purpuric rashes 
have been reported ** ** after small doses of meprobamate. 
So far no case of agranulocytosis has been attributed to 
meprobamate, but ‘ Pacatal,’ another tranquilliser, has 

n associated with this syndrome. Acute agranulo- 
cytosis develope after six weeks’ treatment with pacatal 
for depression.*” After 5-5 g. had been given, the white 
count was 3000 per c.mm. with 53% polymorphs, but 
nine days later the patient had a sore throat and fever, 
and the white count fell to 850, polymorphs being com- 
pletely absent. Treated with sodium pentosenucleotide, 
penicillin, and streptomycin, she recovered in a few days. 

Another sedative that can cause trouble is carbromal. 
It is on sale to the public without restriction and is con- 
tained in various proprietary sedatives, such as ‘ Adalin,’ 
*Persomnia,’ ‘ Dormiprin,’ and ‘Somnitil.’ Borrm ** 
described 6 cases of widespread non-thrombocytopenic 
purpura in patients who had had this drug. 

Many doctors may be surprised to know that some 
sedative mixtures still contain the first drug to be 
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implicated as a cause of agranulocytosis, amidopyrine, 
or its derivatives; ‘ Novalgin’ is an example, and it is 
still causing agranulocytosis from time to time.*® *° 
There is no virtue (and some danger) in amidopyrine 
combinations, and their use should cease. 

A auite different drug that is now coming in for 
criticism is carbimazole (*‘ Neo-mercazole’), used in the 
treatment of hyperthyroidism. A patient had typical 
acute agranulocytosis after six weeks’ treatment with 
doses of 15-30 mg. daily.** The white count was reduced 
to 150 per c.mm., with no polymorphs. The patient 
recovered after blood-transfusion, penicillin, and pyri- 
doxine. In another case,** a fatal aplastic anemia super- 
vened after five months’ treatment with carbimazole ; 
the hemoglobin level was 7-6 g. per 100 ml., white cells 
1500 per c.mm. (7% polymorphs), and platelets only 
2000 per c.mm. The patient died from a cerebral 
hemorrhage. In his article on p. 303 Dr. Tarr describes 
a fatal agranulocytosis in a man who had had car- 
bimazole; this is apparently the third recorded death 
to be associated with this drug. 

These serious toxic reactions are admittedly rare, 
but when they do appear they strike suddenly and 
quick action is imperative. The cases to which we 
have referred illustrate how these reactions may 
develop either early, as in the treatment of patients 
who are sensitive to the drug, or after a long course. 
It cannot be said too forcibly that the drug must be 
stopped at the very first sign of a reaction; one 
patient who died had continued taking the drug 
for three weeks after the first purpuric rash had 
appeared.*2 In treatment, blood-transfusion and 
penicillin are always advisable; for the rest, the 
progress of patients with agranulocytosis suggests 
that sodium pentosenucleotide, pyridoxine, or vitamin- 
B complex make little difference to the outcome. A 
bone-marrow examination is always useful because 
it is a good guide to prognosis. If recovery is going 
to take place, polymorphs return to the blood within 
two or three days. 

Since these drugs, and others like them, can do such 
damage, they must always be used with caution ; and it 
mighit reasonably be asked whether some of them should 
be given at all. On the other hand, as incidence of toxic 
changes is small, large and lengthy trials would be | 
needed to prove that a new drug was invariably safe ; 
and naturally, manufacturers are anxious to bring for- 
ward their more promising new products without delay. 
Many manufacturers take great pains to secure 
evidence of freedom from toxicity ; others have less 
exacting standards. But whatever may or may not 
have been done before a drug is offered for general use, 
the surest safeguard is to look on every newcomer as 
potentially dangerous, and to be sceptical of confident 
statements to the contrary—for the first five years at 
any rate. If a new drug is used only when there is a 
clear indication for it, and when hospital trial has 
firmly established its superiority over its more familiar 
predecessors, then the occasional reaction is a risk 
that is justified—and one that is taken every day when 
sulphonamides, chloramphenicol, or phenobarbitone 
are prescribed. And the risk will be reduced still 
further if, at the first sign of sore throat, purpura, 
or unexplained pyrexia, the patient is sent at once to 
hospital with a statement of the drugs he has had, 
in what dose, and for how long. 

29. Patuck, D. Ibid, 1954, i, 919. 

30. Hutchison, H. E., Conway, H. Ibid, 1955, i, 268. 
31. Harrison, A. R. Lancet, 1954, i, 396. 

32. Burrell, C. D. Brit. med. J. 1956, i, 1456. 
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Annotations 


AN INCOME-TAX ANOMALY 

We ean hardly expect that our laws shall always be 
applied equally; for their application depends on 
people, and people, as we know, are various. On the other 
hand we are entitled to demand that our statutes shall 
not discriminate against any group. A small but import- 
ant instance of such discrimination is the inequitable 
income-tax law which is at present applied to doctors 
engaged whole-time in the National Health Service. 

The law is clear. Doctors who derive a substantial 
part of their income from private patients may, under 
Schedule D, offset against their income the cost of pro- 
fessional journals and books, and of attending scientific 
meetings. The whole-timers (under Schedule E) cannot 
do so—unless perhaps their contracts demand that 
they shall incur these expenses. The discrimination 
does not end there. For instance, the part-timer can 
claim for relief from income-tax the cost of professional 
motor-car expenses not covered by the official allowance : 
the full-timer cannot. The part-timer can likewise 
claim for some of the cost of entertaining overseas 
doctors who are visiting hospitals or attending con- 
ferences in this country: the whole-timer cannot. 

Besides whole-time consultants, other doctors and 
other professional groups are victims of this anomaly, 
which is not new but is felt more acutely than ever before 
because high rates of tax begin at lower real incomes. 
Rationally the discrepancy is indefensible. This was 
recognised by the Royal Commission on Taxation of 
Profits and Income in its declaration that ‘‘ there is 
no good reason for treating Schedule E expenses less 
generously than Schedule D expenses, except to the 
limited extent that some difference of treatment is 
inherent in the nature of the two kinds of income.”’ 
The Royal Commission concluded that the Schedule-E 
rule governing deductible expenses should be amended 
to permit the allowance of expenditure ‘‘ reasonably 
incurred for the appropriate performance ”’ of the duties 
of the office or employment. 

Owing to the rapid progress in diagnostic methods 
and in therapy, it is quite impossible for doctors to keep 
up a high standard without having books and journals 
at their disposal and without attending meetings of 
scientific societies. These expenses are an unfairly 
heavy toll on those who, unlike their colleagues, cannot 
set them against income. We earnestly hope that the 
Chancellor of the Exchequer will find it possible in the 
coming Budget to end this inequity. 


DIABETICS AND DRIVING 

THE judgment described on p. 319 arose out of charges 
brought against a diabetic driver under the Road Traffic 
Act. The Lord Chief Justice said ‘‘ this section (of the 
Act !) was designed for the protection of the public, and 
if people were in a condition of health which rendered 
them subject to comas, or the remedies for which might 
send them into comas, they ought not to drive because 
of the danger which resulted to the rest of Her Majesty’s 
subjects.’’"* Quite so: the relevant section of the Act 
says that ‘‘ any person who when driving or attempting 
to drive or when in charge of a motor vehicle on a road 
or other public place is under the influence of drink or a 
drug to such an extent as to be incapable of having 
proper control of the vehicle shall be liable ...’’; and 
there can be no serious contention that Lord Goddard’s 
decision is anything but right in law. The widespread 
interest that his ruling has aroused serves not only to 
waken public concern over diabetic drivers but also to 
illuminate a rather unsatisfactory section of an Act which 
daily increases in importance. 


1. Road Traffic Act (1930), section 15 (2). 
2. Times, Jan. 31, 1957. 
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How dangerous is the diabetic in charge of a motor 
vehicle ? It is clear from the small number of cases that 
come before the courts that few diabetics are, in fact, 
a serious menace to their fellows. On the other hand, 
a potential hazard does exist, and it remains to assess 
its dimensions. In the first place, only those diabetics 
who require and receive insulin by injection are concerned. 
Despite learned counsel’s contentions, diabetic coma is 
always of slow onset, and most drivers would have time 
to relinquish charge of a vehicle in the several hours that 
pass before consciousness is lost. And insulin-requiring 
diabetics make up no more than 20-25% of the total 
diabetic population. Diabetics who do not need insulin 
may be given it in error; but they are notoriously 
resistant to its action, and rarely suffer from hypo- 
glycemia. Next, the great majority of insulin-requiring 
diabetics are well controlled, and, provided that they take 
their meals regularly and they do not engage in unusual 
physical exertion, they are not subject to attacks of coma. 
It must be remembered that it is no crime to be in charge 
of a motor vehicle while under the influence of a drug : 
it becomes a crime only when the drug’s action prevents 
the driver from having proper control of the vehicle. 

There are five different types of insulin’ available, one 
in three forms, and all in three strengths. Although 
dispensing errors are very uncommon, wrongly measured 
doses are by no means rare, and they account for most 
reactions in otherwise well-stabilised patients. Rarely, 
reactions occur for no detectable reason, and they are 
usually attributed to sporadic endogenous production of 
insulin. There remains a very small group of patients, 
chiefly young people, in whom control is difficult and 
who often suffer from hypoglycemia and its consequences. 
It is to these patients that Lord Goddard’s remarks seem 
justly to apply. 

Diabetics are not alone in their liability to abrupt loss 
of consciousness. Epileptics, for example, are similarly 
afflicted. And since heart-attacks may recur, and often 
do, at moments of stress, should a patient who has had 
a coronary thrombosis likewise be excluded from driving ? 
What is the position of a patient who has spontaneous 
hypoglycemic attacks ? Manifestly, the law needs some 
interpretation on this point, and de-jure recognition of 
this is given earlier in the Act,’ where provision is made 
for the licensing of handicapped drivers in certain circum- 
stances—circumstances which would include all but a 
handful of diabetics. Moreover, it receives much wider 
de-facto recognition from most licensing authorities by 
the issue of licences to known epileptics, provided that 
they are reputably certified as having been free from 
attacks for at least three years and are otherwise suitable 
persons to hold such licences. 

Clearly there can be no generalisations about diabetics, 
even insulin-requiring diabetics; each case must be 
considered on its own, and although there are certainly 
some diabetics who would be a danger to Her Majesty’s 
subjects when in charge of a motor vehicle, their number 
is undoubtedly small. As the British Diabetic Associa- 
tion points out, one of the essentials for safety is that 
the driver should be able to recognise early the symptoms 
of hypoglyc:emia, and those few who cannot do so should 
take medical advice before applying for a driving licence. 
In fact, the small number to whom Lord Goddard’s 
warning applies are usually the first to wish to be pro- 
tected, and to protect the public, by not driving. There 
remains, however, the isolated instance of the usually 
well-controlled diabetic who has a hypoglycemic attack 
at the wheel. Provided it can be shown that the attack 
was unusual, unexpected, and in no known way attri- 
butable to the patient’s negligence, he should not be 
held responsible for its consequences, and the Act should 
be amended accordingly. 


3. Road Traffic Act (1930), section 5 (2b). 
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ARTERIAL PUNCTURE 


ARTERIAL puncture is being increasingly used in the 
course of diagnosis and treatment, and it is usually’ free 
from complications. Even when the needle is of small 
calibre and of sound design, there is bound to be some 
trauma to the vessel along the track, and Crawford ! 
has lately examined the way in which such wounds in 
arteries heal. His material, mainly carotid arteries, was 
obtained at necropsy from patients who had been 
investigated by carotid angiography 4 hours to 240 days 
beforehand. His findings suggest that the track, 
temporarily blocked with fibrin, is infiltrated with 
endothelial cells from the lumen of the artery in modified 
spindle-cell and macrophage forms. These cells form an 
avascular plug and derive their oxygen and nutrition by 
diffusion. The surface is completely endothelialised in 
6 to 8 days. This avascularity of the endothelial plug is 
to be expected, since thin-walled capillaries would be 
unable to withstand the transmitted compressing force 
of the arterial blood-pressure near the intimal surface. 
This type of organisation is comparable to that in a mural 
thrombosis on a vessel wall. From the adventitial end 
of the track a more classical picture of repair proceeds, 
with fibroblasts and capillary loops. As the scar matures 
further, collagen fibres thicken, and in four specimens 
with tracts 44 days or more old, smooth muscle cells 
were seen lying irregularly among the collagen fibres 
in the medial end of the scar: the muscle coat was not, 
however, truly reconstructed. 

This orderly repair of the damaged artery is very 
efficient, and few late complications of arterial puncture 
have been reported. When trouble arises, it is usually 
because a large-bore needle has been introduced into a 
diseased artery in order to inject a radio-opaque solution 
rapidly and under high pressure. Atheromatous plaques 
or mural thrombi may be loosened or, more disastrously, 
if the needle point is accidentally inserted into a branch 
of the aorta, the whole volume of irritant material may 
cause sudden thrombosis of the renal, celiac, or mesen- 
teric arteries and consequent organ infarction. If the 
needle lies in the media of the aorta, the even more 
dramatic complication of dissecting aortic aneurysm 
may ensue. Gaylis and Laws? believe that this is not 
uncommon and that it may account for many of the 
complications of aortography previously attributed to 
the irritating or toxic action of the contrast media. 
Their patients recovered without serious sequel, though 
instances of paraplegia and death have been recorded. 
The greatest care may not always avoid such compli- 
cations, for Lindgren * showed that even when a trial 
injection confirms that the needle is in the lumen some 
of the medium may enter the wall during the main 
injection. Aortic pulsation or respiratory movement 
may produce a small but vital shift in the position of the 
needle ; and during forcible injection the needle may be 
pulled backwards or the chemical qualities of the injected 
medium may cause the artery to contract. Intramural 
injections may well account for some of the femoral, 
carotid, or brachial thromboses which follow peripheral 
arteriography. Moreover, it is known that in the 
occasional patient the brachial artery responds to 
trauma by a segmental spasm. There can be little doubt 
too that the toxicity of sodium iodide or high con- 
centrations of the organic iodides may cause endothelial 
or even parenchymatous damage. Though arteries have 
a great capacity to withstand needling, high-pressure 
injection of irritant or bland solutions can be dangerous, 
and, on all counts, the reasons for advising a patient to 
undergo arteriography should invariably be scrutinised 
with care. 


1. Crawford, T. J. Path. Bact. 1956, 72, 547. 
2. Gaylis, H., Laws, J. W. Brit. med. J. 1956, i, 1141. 
3. Lindgren, E. Acta radiol. Stockh. 1953, 39, 205. 
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“THE HURT MIND” 

Tue fear of mental illness derives as much from mis- 
understanding and magical preconceptions as from simple 
ignorance. The series of B.B.C. television programmes, 
which ended on Jan. 29, was designed both to counter 
old beliefs and to reveal new truths. It is perhaps the 
most. comprehensive attack yet made on the public’s 
attitude to a medical problem, and it is to be welcomed 
as a sensible attempt to dissipate prejudice by informa- 
tion. In introducing the series Mr. Christopher Mayhew, 
M.P., gave some idea of the size of the problem by pointing 
out that 1 person-in 20 of the population of this country 
spends some time of his or her life as a patient in a mental 
hospital. 

The first programme introduced ihe theme that it is 
unjustifiable to look on mentai j:sease as something 
very different from physical disease. To collect material 
for the series Mr. Mayhew was voluntarily admitted to 
a mental hospital for a few nights, and his excellent 
interviews with his fellow patients, the nurses, and the 
doctors helped to dispel the idea that mental patients 
are uncontrollable. A modernised mental hospital, with 
its quiet, orderly wards and free access to the neighbour- 
hood was contrasted with the old-fashioned institution— 
of which, unfortunately, there are still examples—with 
its high walls, locked doors, and patients pacing the 
airing-courts like captives. Many people believe that 
mental patients must go into a mental hospital for treat- 
ment, but the programme showed that general hospitals 
now give outpatient treatment for mental as well as 
physical disabilities. 

Thé second programme was the least effective of the 
series. It successfully gave an idea of the complexity 
of the brain by representing the number of its cells 
by the grains of salt in a specified number of cartons, 
but the definitions, couched in psychiatric phraseology, 
were unlikely to be helpful to many viewers. The third 
programme described social and psychotherapeutic 
methods of treatment. It showed that the first step in 
the reablement of the patient is to restore his sense of 
belonging to the community. The fourth programme 
showed physical methods such as modified electrocon- 
vulsion, insulin-shock therapy, and an ether abreaction : 
a neurosurgeon described the operation of prefrontal 
leucotomy and its effects. Patients then recounted their 
symptoms before treatment and after recovery. The 
wife of a leucotomised patient gave a relative’s point 
of view. This was probably the most successful 
programme of the series and brought out clearly the 
similarity with physical disease and the improving 
prospects of recovery. 

Viewers were asked to send in questions and some 
2000 did so. In the last programme a panel of experts 
answered a selection dealing with overcrowding in 
mental hospitals, unsympathetic general practitioners, 
the possibility of wrongful detention, and reablement, 
and Sir Geoffrey Vickers added a few words on the 
future of mental research. Summing up, Mr. Mayhew 
suggested that, though the -social problem is vast 
and not yet generally recognised, the future looks 
hopeful. 

From the technical standpoint, the quality of pro- 
duction improved throughout the series. In the earlier 
parts there was a tendency to suggest mystery by a 
haunting opening sequence and close-ups of tapping 
feet and twisting fingers, but later the presentation was 
straightforward and more in keeping with the aim of the 
series. In refraining from showing the faces of patients the 
producers—inevitably perhaps—were compromising with 
the very attitude they were attacking; for when the 
cameras recently visited a general hospital no such 
restriction was thought necessary. 

An associated series of six weekly mental-health broad- 
casts will begin in the B.B.C. Home Service on April 17. 
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An introductory leaflet may be had by sending a 2d. stamped 
addressed envelope to B.B.C. Publications (Mental Health), 
35, Marylebone High Street, London, W.1. 


PREDNISONE AND PREDNISOLONE 


On Feb. 1 prednisone and prednisolone were ‘‘ released ”’ 
for prescription on form £.c.10, and practitioners were 
reminded of this by a flurry of literature from manu- 
facturers of these steroids. A confusing new family of 
proprietary names should not be allowed to submerge 
the official titles. Prednisone and prednisolone are derived 
respectively from cortisone and hydrocortisone by the 
introduction of a double bond between carbon atoms 
1 and 2. Pharmacolegically, no important difference 
has been demonstrated between the two derivatives. 
Hitherto they have been restricted to hospitals, but it 
seems unlikely that there will now be any very striking 
increase in their use. General practitioners in this 
country were cautious towards cortisone when it became 
generally available and they will probably feel the 
same about prednisone and prednisolone. They should 
certainly resist the reported efforts of one manufacturer 
to persuade them to give a combination of prednisolone 
and aspirin ‘“‘for the mild to moderate rheumatic 
conditions encountered in general practice.”’ 

The scope and limitations of these two steroids can 
perhaps be best assessed by answering certain questions. 
Are there any conditions in which they are the best 
form of treatment? In what circumstances are they 
preferable to cortisone or hydrocortisone ? What are the 
indications for their use in rheumatoid arthritis and other 
chronic but generally non-fatal diseases? What are 
their undesirable effects and what precautions should be 
taken to avoid them ? 

When a steroid is the only drug which can benefit, 
even temporarily, a patient with a dangerous illness, or 
when such treatment is likely to prevent or reduce 
damage to important structures (especially in self- 
limiting conditions), the risk of serious side-effects must 
be accepted. Such diseases are likely to be treated 
initially in hospital, and they include systemic lupus 
erythematosus, leukzemia, pemphigus, hemolytic disease, 
thrombocytopenic purpura, certain ophthalmic con- 
ditions, and nephrosis. Large doses are often needed in 
some of these diseases, and prednisone or prednisolone 
are preferable to cortisone because they are so much 
less likely to induce retention of sodium and water—a 
point which makes them particularly appropriate in 
nephrosis or in incipient heart-failure. On the other 
hand, cortisone retains an advantage in the management 
of adrenal insufficiency. In rheumatic fever cortisone is 
often used in preference to salicylate when the disease is 
particularly severe or when carditis is a prominent 
feature—though there is no proof that damage to the 
heart is reduced or prevented thereby. For those who 
favour this policy, prednisone and prednisolone are 
attractive alternatives to cortisone. 

Except for disturbances of electrolyte metabolism, 
undesirable side-effects are about as common with 
prednisone or prednisolone as with cortisone in thera- 
peutically comparable doses. Peptic ulceration (which 
may be caused by a direct local action on the mucosa *) 
has been suspected to occur more often when the newer 
derivatives are used. If the anti-inflammatory potency 
of prednisone or prednisolone is taken to be four times 
that of cortisone, treatment with the prednisone or 
prednisolone is about 40% more expensive. 

Rather more than a year ago we suggested? that 
experience with cortisone in the treatment of rheumatoid 
arthritis would make clinicians wary in the use of 
prednisone or prednisolone in that disease. Little more 
ean be added until the results of the controlled clinical 


1. West, H. F. Lancet, 1956, ii, 1162. 
2. Ibid, 1955, ii, 1019. 
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trials now in progress have been made known. Thi 
short-term benefit, albeit often dramatic, is unimportant 
unless it can, in large measure and with safety, b« 
maintained indefinitely. In a comparison of patients 
treated for six months* prednisolone proved slightly 
superior to hydrocortisone in some respects—but the 
differences were not statistically significant. Certainly 
few clinicians would choose to use cortisone or its 
derivatives in early rheumatoid arthritis—when the 
chances of a natural remission within the next few months 
are good—or in patients over 60, in whom the dangers of 
osteoporosis and vertebral collapse are very real. If 
prednisone or prednisolone is given in rheumatoid 
arthritis, it is sound practice to use the smallest effective 
dose (which can sometimes be timed so as to reduce the 
morning exacerbation) and to supplement this with 
aspirin. The combination of prednisolone and aspirin 
in one tablet cannot, however, be justified, for it deprives 
the clinician of his freedom to regulate the dose of each 
component separately. Treatment of asthma poses 
rather similar problems; but the limitations of con- 
tinuous treatment can be set against the efficacy of short 
courses for acute seasonal episodes in patients who are 
resistant to other treatment and in patieats with severe 
status asthmaticus.* 

The contra-indications to cortisone and the precautions 
to be taken during its use apply equally to prednisone 
and prednisolone—except that the newer steroids may be 
used with less fear of fluid retention. Treatment may 
reactivate a quiescent tuberculous focus, and a pre- 
liminary chest radiograph is a wise precaution. An 
existing peptic ulcer is likely to become worse and may 
bleed or perforate ; and unless the drug has to be used 
to save life, a history of peptic ulcer is a contra-indication. 
A case can be made for giving aluminium hydroxide to 
prevent peptic ulcer: the efficacy of this precaution has 
not been tested, though Bollet et al.5 recorded two cases in 
which peptic ulcers which had developed during the 
administration of prednisone showed signs of healing 
after treatment with diet and aluminium hydroxide, 
despite the fact that the patients were still on prednisone. 
Caution is also needed in patients with a history of mental 
disorder or with signs of mental instability. Relative 
contra-indications include diabetes mellitus and hyper- 
tension, though an increase in blood-pressure is not 
common during treatment with prednisone or predniso- 
lone. Patients suffering from renal disease with nitrogen 
retention do not do well. The precautions that should 
be taken during treatment include periodical checks of 
blood-pressure, tests for glycosuria, and inquiry for 
symptoms of dyspepsia. There is no simple method for 
detecting the development of a dangerous degree of 
osteoporosis, and the difficult task of appraising prophy- 
laxis with testosterone and estrogens remains to be 
accomplished. 

Like cortisone, prednisone and prednisolone suppress 
endogenous adrenocortical activity, and this effect, 
which may continue for some months after a long course 
of treatment, may be dangerous if the patient has a 
major illness or requires a surgical operation. The 
adrenocortical insufficiency then calls urgently for an 
increased dose or temporary resumption of steroid therapy, 
and it is important that a hospital admitting such a 
patient should know that he is taking, or has recently 
taken, cortisone or one of its derivatives. Surgeons need 
not fear that normal doses of these drugs will interfere 
with the healing of wounds. 


Dr. D. R. MAcCALMAN, professor of psychiatry in 
the University of Leeds, died on Jan. 31 at the age of 53. 
3. Fisher, M. Jbid, 1956, ii, 18. 

4. Ibid, p. 825. 
5. Bollet, A. J., Black, R., Bunim, J. J. J. Amer. med. Ass. 
1955, 158, 459. 
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THE transformation of medicine from an art into a 
complicated science and technology has altered the 
functions and increased the status of hospitals. Founded 
originally as the medieval refuge for oppressed or 
destitute persons, they have now become centres for the 
diagnosis and treatment of disease in all classes of the 
population. The gain from concentrating medical 
resources is clear; there are, nevertheless, penalties in 
the overuse of hospitals, especially for children. ‘‘ Few 
will dispute,’’ says a recent World Health Organisation 
report, ‘‘ that the best place to care for a child is in his 
own home among familiar surroundings, where the people 
who normally give him security and affection can tend 
to his needs’’ (Capes 1955). 

Quite apart from humanitarian 
considerations, there are concrete 
dangers in admitting young children 
to hospital : on the one hand, cross- 
infection (Allison et al. 1946, 
Watkins and Lewis-Faning 1949) ; 
on the other, isolation, which dis- 
torts emotional development, can 
hinder recovery (Bakwin 1942), and 
is often followed by symptoms of 


) 


emotional disturbance (Bowlby 
1951). 
Another disadvantage is the 


resulting break in the cantinuity of 
medical care. Responsibility for the 
patient passes into the hands of the 
hospital staff, and decisions that 
could affect the child’s whole future 
may be taken without reference to 
the family doctor, normally the 
person best able to relate an illness 
to its social context. Such a reduc- 
tion in the influence and responsi- 
bility of the family doctor is not in 
the patient’s interests, especially in 
pediatrics where symptoms are 
often pointers to a strain involving 
the whole family. Moreover, lack 
of common experience between the 
general practitioner and the staff 
of a teaching hospital often means 
that students are being taught more 
about ‘‘ specialist’? medicine and 
less about the everyday problems 
of family practice—a weakness of 
modern teaching hospitals not 
peculiar to pediatrics. 

Yet another disadvantage of 
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inpatient treatment is its high and mounting cost. This 
in itself demands that a recommendation for admission 
should be fully justified on the grounds of medical need. 


Organised Home Care 

Domiciliary medicine is the province of the family 
doctor, but in recent years a number of hospital home-care 
projects have been started which provide special medical 
and nursing services on a domiciliary basis. Hospital 
home care probably grew out of the old dispensaries 
founded as charities in 18th-century England. It has 
developed somewhat differently on the two sides of the 
Atlantic—in America (Bluestone 1954) providing a 
substitute for private practice, and in Britain supple- 
menting general practice. In England, trials have been 
made of two different patterns of home care for sick 
children (Lightwood 1956). 

The first pattern consists in a home nursing service in 
which visiting nurses carry out the instructions of the 
general practitioners. Thus, if the doctor requires pro- 
fessional assistance he obtains it by means of a domi- 
ciliary consultation, and should his patient need to go 
into hospital he surrenders his charge for the time being. 
Already in England there are two such schemes for 
children. One is a home nursing unit set up in Rotherham 
in 1948 (Gillet 1954), and the other a somewhat similar 
scheme started in Birmingham in October, 1954 (Smellie 
1956); in Rotherham there is no direct connection with 
the hospital services, but in Birmingham newly appointed 
visiting nurses are welcomed at the children’s hospital 
for a brief refresher period. In these two schemes the 
public-health committee provides a service of visiting 
nurses, as any comparable health authority has the 
power to do—the degree to which it is done depending 
on local keenness in the matter. Provided suitable staff 
can be obtained, a home-nursing service is easily organised 
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Map of the district where the scheme operates. 
The figures in squares refer to the number of cases dealt with in the areas 


circumferentially by the 1, 2, and 3 mile limits and radially by the 
Harrow, Edgware, and Bayswater Roads, St. Mary’s Hospital being the centre 


The local hospitals with children’s beds are shown as follows : 


.: St. Mary’s Hospital. 
P.G.C.H.: Paddington Green Children’s Hospital. 
L.K.: Princess Louise (Kensington) Hospital for Children. 


m General Hospital. 


ngto: 
8.C.H.: St. Charles’ Hospital. 
The first three belong to St. Mary’s Hospital group. 
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and simple to work ; many admissions to hospital can be 
prevented, and valuable educational work is carried out 
by the nurses. 

The second pattern of pediatric home care represents 
the extension of hospital work into the patient’s home 
at the request of and in coéperation with the family 
doctor (Lightwood, Brimblecombe, and Davis 1956). A 
project of this type was started in April, 1954, at St. 
Mary’s Hospital, London, to redress what we believed 
to be a faulty balance between hospital and domiciliary 
practice ; for we had found that nearly a quarter of the 
children in hospital during a review period were admitted 
for conditions which could have been managed at home 
if the doctors had possessed the facilities and experience 
required, and that there were other children whose stay in 
hospital could have been shortened. These considerations 
led the board of governors of St. Mary’s Hospital, having 
first consulted the local health authorities, the local 
medical committee for the County of London, and the 
Paddington and St. Marylebone District Nursing Associa- 
tion, to authorise, and finance from endowment funds, 
a trial of home care with the following programme : 

(1) To discover how far, and in what conditions, sick 
children who would otherwise be in hospital can be nursed at 
home under the care of general practitioners supported by a 
mobile hospital team. 

(2) To determine whether the liaison between the pediatric 
staff of the hospital and the general practitioners is thereby 
improved, 

(3) To compare the cost of inpatient treatment with the 
cost to the hospital of such home-care arrangements. 


CHOICE OF DISTRICT 

The district chosen for the trial included most of the 
borough of Paddington and a part of the borough of 
Marylebone—an area with a population of more than 
75,000 (see map). The boundary was drawn after 
consultation with the local medical committee of the 
County of London and the London County Council in 
such a way that journeys would seldom exceed two 
miles; but as flexibility is essential in a home-care 
scheme the team has not hesitated to go outside the 
boundary when circumstances have warranted. The 
district has a high proportion of poor and overcrowded 
houses and a shifting and partly immigrant population ; 
also many Paddington families have been in the habit of 
taking their children when sick direct to the hospital, 
rather than calling in a general practitioner. For these 
reasons the locality chosen was by no means favourable 
for the trial of a home-care project. 


ORGANISATION 

A mobile team, fully trained in pediatric work, has 
been established to answer calls from family doctors. 
It consists of two pediatricians, a sister, two nurses, and 
a part-time physiotherapist. One of the pediatricians, 
giving part-time service, devotes himself primarily to 
consultations ; the other, an experienced senior registrar, 
is responsible for records and liaison, the carrying out of 
technical procedures, and the day-to-day supervision of 
treatment. The sister and nurses, who have both general 
and sick-children’s nursing certificates, carry out treat- 
ment, assist with technical procedures, instruct the 
mothers in bedside nursing and infant feeding, and 
keep the usual nursing records. They are available for 
night duty, which is reassuring for the parents, though 
they are seldom required. 

A car for morning and evening rounds is provided by 
the London County Council. Full ancillary services, 
including those of the almoner, the laboratory, diagnostic 
radiology, use of outpatient operating-theatre and other 
technical assistance, are available.” The cost of salaries, 
equipment, transport, office, and telephone is borne by 
the endowment funds of St. Mary’s Hospital. 

A summary of this expenditure is given in table 1, 
some of the items being estimated. The service was paid 
for entirely out of endowment funds and claims were not 
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TABLE I--EXPENDITURE FOR THE FIRST TWO YEARS OF THE 
HOME-CARE SCHEME 





— 1954-55 1955-56 
2 e. d. & @ &@, 
Salaries and wages : 
Medical . me 1700 15 O 1784 0 
Nursing oe ne - 1622 13 11 1702 0 0 
Others sod a ve as 162 5&5 6 412 17 7 
Accommodation .. ae 4 160 0 0 160 2 3 
Use of L.C.C. car and other transport 948 9 8 1094 12 8 
X-ray and pathological services .. 335 0 0 635 0 0 
Other expenditure ee 17413 0 328 5 9 
— £5103 17 1 £6116 18 3 


made on the National Health Service in respect of 
domiciliary consultations. 


MODE OF OPERATION 


When a general practitioner needs the help of the 
team, he telephones the hospital. If possible a bedside 
consultation is arranged, but in some cases it is more 
convenient to discuss the situation over the telephone. If 
the case proves suitable for home care, the agreed diag- 
nostic and therapeutic measures are undertaken straight- 
away; thereafter the nurses and registrar keep records 
and notes as in hospital. Liaison is maintained by further 
meetings, by telephone, or by letter, as circumstances 
dictate, changes in the régime being reported and 
discussed. The patient remains the responsibility of the 
family doctor throughout. No canon of working is 
applicable to all circumstances, so in each case the 
general practitioner and the team need to agree at the 
start on their respective roles. 

With the coéperation of the various departments, all 
the diagnostic and therapeutic resources of the hospital 
can be deployed in the patient’s home as required. On 
completion of treatment, the health visitor is told about 
young children who have been dealt with by the team. 

The following example gives an illustration of the kind 
of work performed. 

A male infant, aged 12 weeks, had been fretful and feverish 
with otitis media for three days, and there had been no 
response to penicillin. The family doctor then asked for the 
assistance of the home-care team. Bacterial meningitis was 
diagnosed and confirmed by immediate lumbar puncture. 
Treatment was instituted and a nurse stayed with the child 
for the night. Next day he was well enough to be left in the 
care of his mother, and within forty-eight hours he was almost 
himself again. There was no interruption of breast-feeding 
and little disturbance of the home routine. Swabs were 
taken from the other members of the family, and when the 
infection was found to be meningococcal each received 
prophylactic sulphonamide. Supervision by the team con- 
tinued for ten days and when, some months later, the infant 
was re-examined, he showed no sequele of the illness. 


QASE-MATERIAL 
During the first two years of the project, the home- 
care team coéperated in the management of 582 patients, 


TABLE II-——PATIENTS RECEIVING HOME CARE BY THE TEAM 


APRIL 5, 1954, to Marcu 30, 1956 





. No. of Bed- 
New pl patients nursing 
patients total undercare days per 
Month per month month 
Ist 2nd Ist 2nd Ist 2nd Ist 2nd 
year year year year year year year year 
April .. na 4 23 4 | 229 2 16 52 477 
May a 2 8 25 12 | 254 4 22 124 694 
June é¢ an Ss 25 20 279 5 23 170 | 729 
July é< es 16 31 3606 310 10 28 328 | 896 
August .. a 14 17 50 327 10 24 337 | 751 
September ee 10 22 60 249 14 23 432 696 
October ae 5 34 65 383 11 23 342 | 712 
November ee 23 34 88 417 12 26 374 784 
December <e 22 42 110 459 19 31 589 940 
January :% 29 41 139 500 16 27 519 | 837 
February - 27 41 166 541 19 31 512 906 
March .. a 40 41 206 582 21 30 646 915 
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including cases of nearly all the medical diseases normally 
encountered in a children’s ward. Inevitably this has 
influenced the type of case admitted to our wards; in 
particular there has been an increase in the proportion 
of surgical and accident cases, and the medical cases 
admitted have tended to be more urgent and severe 
(except for medical patients living outside the home-care 
district). Comparison of home-care cases with current 
ward admissions shows a bias towards the less urgent 
conditions ; nevertheless serious medical cases are: often 
accepted for home care, including some incurable 
conditions. 

Of 3 patients who died while under supervision by the 
team, 2 were children with severe congenital defects whose 
deaths were inevitable and expected ; the third was an infant 
who was convalescing from a respiratory infection and 
approaching the end of a course of chemotherapy. When seen 
at home a few hours before his sudden death, his condition 
gave no cause for anxiety and there seemed to be no indications 
for admission to hospital. A post-mortem examination was 
made and this showed only an early bronchopneumonia. 


Table 1 shows the accumulation of the 582 patients 
who were referred for home care during the first two 
years. 

Of these, 460 were nursed at home throughout their 
illness ; 31 were admitted to hospital for part of their 
treatment; 16, after a domiciliary consultation, were 
considered not to need the services of the team; and 75 
were transferred from hospital to complete their 
treatment. 

Origin of Oases.—Table 111 shows the origin of the 
cases. The majority were undertaken after an initial 


TABLE III-——-ORIGIN OF CASES 


October, 
955, 
to March, 
1956 


April October, April 
to 1954, to 
Sept., toMarch, Sept., 
1954 1955 1955 


From family doctors 154 


From outpatient and 
casualty departments .. 


Transferred from wards 


request from general practitioners; a smaller number 
came on the recommendation of outpatient or casualty 
department staff, or as early discharges from hospital, 
the family doctor being asked for his approval. 

It will be seen that the number and proportion of 
patients directly referred by family doctors increased as 
the scheme got into its stride. Of one hundred and 
fourteen family doctors whose patients have been dealt 
with under the scheme, thirty-seven first used it on their 
own initiative and seventy-seven as a result of a case 
being referred from hospital ; of the latter, twenty-three 
subsequently called in the team to help with another 
ease. Among the sixty doctors who chose to use the 
scheme five used it in more than 20 cases, thirteen in 
from 10 to 20 cases, ten in from 5 to 10 cases and thirty- 
two in from 1 to 5 cases. : 

Age-distribution.—33% of the patients were infants 
and 30% were toddlers (1-4 years old)—the two groups 
that most pediatricians feel are best kept out of hospital 
if possible. 

Housing 

Full records were kept of the home conditions under 
which the patients were nursed. This information is 
not easy to classify ; on the whole, the quality of a home 
is more a reflection of the parents’ way of life than of 
their housing. 20 cases were rejected because the home 
was poor or overcrowded: in 6 cases nursed at home 
the parents said they thought that their housing had 
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been inadequate for home care; and in a further 15, 
experience was such that the team would not agree to 
look after a sick child in that home again. 


PROCEDURES 


Experience has shown that the following procedures 
can be carried out efficiently and safely, even in poor 
homes : 

Diagnostic 
Test feeding 
Catheterisation 
Venepuncture 
Lumbar puncture 
Pleural aspiration 
Duodenal intubation 
Estimation of basal metabolic 
rate and respiratory quotient 
Fat balance 
Subdural tapping 


Therapeutic 
Surgical dressings 
Removal! of stitches 
Removal of plasters 
Ephedrine replacements 
Setting up steam tent 
Administration of oxygen (by 
mask) 
Administration of intravenous 
fluids, including blood 
Continuous limb traction 
Physiotherapy 


RELATIONS WITH FAMILY DOCTORS AND PARENTS 


In practice, contact with the family doctor, while 
always sufficient to ensure proper treatment of the 
patients, was sometimes not close enough to realise fully 
the main object of the scheme—a closer rapport between 
hospital and family doctors. Experience soon showed 
that it was difficult for a busy family doctor to keep in 
close enough touch with the nurses in a serious case, 
and that the best arrangement was for the registrar to 
undertake supervision of such. patients on his behalf. 
In less urgent cases, some family doctors delegated their 
authority to the medical members of the team, retaining 
only a watching brief, while others preferred to manage 
the case independently after an initial consultation. 
With a third group, mostly doctors with a high proportion 
of children amongst their patients, relations were close 
and satisfactory, and these doctors soon came to use the 
scheme regularly. In no case was home care abandoned 
because of difficulties between the team and the practi- 
laoner concerned, and only once did a doctor decide 
against using the scheme when invited by the hospital 
to do so. 

Nearly all the mothers proved to be reliable, observant, 
and efficient in nursing. Few complained of the extra 
work involved: on the contrary several stated that 
home care made things easier by saving them anxiety 
and the burden of visiting hospital. The few who 
criticised the scheme did so on the grounds that their 
housing was unsuitable ; these were not cases referred by 
a general practitioner. 

The presence of the parents often makes it harder to 
examine a child and to carry out special procedures, but 
it hag the advantage of making the examiner temper his 
thoroughness with a sense of proportion. It is essential 
for the doctor to be thoroughly trained, for an unsuccessful 
lumbar puncture or venepuncture at home would be a 
minor disaster leading to loss of confidence all round. 


ROLE OF THZ NURSES 


Pediatric nurses working in hospital have to play a 
mother’s part in which they can develop a clese and 
rewarding relationship with their patients. Home-care 
nursing is less personal and the nurses must be 
prepared for mother and child to be united in dislike of 
their ministrations when these prove painful or disturbing. 
Inevitably their relationship with the mothers needs to 
be closer than that with the child, and a talent for dealing 
with children is less valuable than a capacity for appreci- 
ating the point of view of their parents. Our nurses 
avoided a missionary réle, but their example and frequent 
presence in the house led some mothers to raise their 
standards of houskeeping. With help and advice from 
district nurses, the art of making the best use of some- 
times meagre household resources was learnt, and the 
uncertain tempo of the work was not unexpected. What 
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proved more difficult were human factors—the main- 
tenance of morale, the acceptance of rather limited 
author'ty, and the realisation that the blind trust placed 
in hospitals is not necessarily extended to those doing 
similar work in private houses. 

The nursing team make about twenty-five visits a 
day, fifteen in the morning ‘“‘ round’ and ten in the 
evening. In cases of anxiety, one of the nurses stays on 
till the danger is over: in less serious cases one to three 
visits daily are necessary: in convalescence three visits 
a week commonly suffice. Usually the nurses spend about 
ten minutes with each patient, but sometimes, when 
the household are agitated or some special procedure has 
to be done, they will have to remain for an hour or more. 
Most families are satisfied with an approximate indication 
of the time of the next visit and this makes for a flexible 
time-table, especially when the telephone is available. 
The time spent in travelling from case to case averages 
about five minutes, and each visiting-round lasts about 
four hours. 


Discussion 


The practicability of home care for any given patient 
depends on whether the treatment involves the use of 
fixed hospital equipment, on the nature of the living 
accommodation, and on the willingness of those con- 
cerned (the family, the family doctor, and the leader of 
the hospital team) to accept the added responsibility 
entailed. Thus it is not possible to say which diseases 
are suitable for home care except in a broad way. Patients 
with nearly all the acute and chronic diseases commonly 
met with in the wards of children’s hospitals have been 
treated without serious difficulty, including 3 who died ; 
yet there are many cases in which hospital admission is 
the best solution, as when the mother is overburdened, 
unable to accept the added responsibility, or not suffici- 
ently intelligent to fill a nurse’s réle, or when there is a 
risk of a dangerous situation arising in the absence of 
those able to deal with it. 

Home care has a special place in the following cases : 


(1) In the treatment of infants with medical conditions 
(such as feeding difficulties and gastro-enteritis) where also 
there are many opportunities of giving education in preventive 
measures. 

(2) In children under 5 years of age; for a severe illness 
may lose much of its misery when they can stay at home. 

(3) In older children with chronic or incurable illness, since 
a long stay in hospital would deprive them of joining in family 
life at home. Moreover, in a long-term illness a great saving 
of hospital beds is possible. 


Some of the practitioners have said that the diagnostic 
facilities of our home-care service are particularly hejpful. 
A consultation on a sick child is much more useful to a 
hard-pressed doctor when all necessary investigations 
can be carried out on the spot and the results reported 
back promptly for discussion. Without these facilities it 
had previously often been necessary to arrange admission 
for investigations now shown to be feasible at home. 

Although the structure of the National Health Service 
provides a background favourable for organised home 
care, success of a home-care project will turn on whether 
it is wanted by the public and the family doctors. There- 
fore it will be asked whether the project at St. Mary’s 
Hospital offers more to our patients and their doctors 
than services already available—i.e., domiciliary con- 
sultations, visits by district nurses and health visitors, and 
X-ray and laboratory diagnostic facilities. The doctors 
who have used the project find that, through it, these 
services can be deployed more promptly and efficiently 
for the benefit of sick children whom in the past they 
would have been forced to send into hospital, and they 
are given an opportunity of sharing responsibility without 
surrendering it, and of keeping in touch with the hospital 
staff and scientific progress. 
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TABLE IV 

Cost per Cost 

— patient per 

per week | case 
2s. d. & s. d. 
Home-care scheme > Hs eo 41 6 165 4 

Princes Louise (Kensington) Hospital 

for Children .. md a oa 2919 8 52 0 0 
Paddington Green Children’s Hospital 2515 3 3215 1 


COMPARISON OF COST 


It is impossible to make a direct comparison between 
the cost of home care and that of hospital care. This is 
because the cases are differently selected, the criteria for 
admission and discharge are dissimilar, and the home-care 
project depends on the parent hospital. A comparison 
depending on the relative cost per week is less reliable 
than one based on cost per case (table rv) because the 
duration of home-care supervision is influenced by the 
fact that ‘‘ discharge’ is less urgent than with hospital 
care. The comparative costs for the second year of the 
scheme given in table 1v show that with home care 
organised on these lines the cost per home-care patient 
(incurred by the hospital) was considerably less than the 
cost per patient in hospital. 


EDUCATIONAL VALUE OF HOME CARE 

Home care has great educational value. Some mothers, 
especially younger ones, seem to gain in character by 
nursing their children through an illness; others come 
to realise that the treatment of illness, even by the 
most modern methods, is all in the day’s work and not 
a mysterious rite practised only by initiates in hospital 
surroundings. This realisation may help them to trust 
their own common sense in minor illness and to rely on 
their family doctor rather than taking the child directly 
to hospital. In addition, home-care helps many parents 
to realise why their child has become ill and how to 
prevent a recurrence, whereas if he had gone into hospital 
he might have returned to the same unsatisfactory 
conditions which caused his illness. 

Of those engaged professionally, it would be difficult 
to say which party has profited most from experience 
shared by all. The nurses, previously trained in hospital, 
were doing home nursing for the first time and gaining an 
insight into human character and maternal problems which 
could hardly have been learnt in hospital. The medical 
members of the team have certainly gained immeasur- 
ably by their contacts with the practitioners and by their 
experience in domiciliary pediatrics. Such experience 
can be a real asset in teaching students, either directly 
as when the students accompany members of the team 
on domiciliary visits, or indirectly through the influence 
which the work can have on the teacher’s clinical outlook, 
also enabling him to appreciate better what general practi- 
tioners need when they refer a patient for consultation, 
and providing him with a more real understanding of 
social medicine. 

Summary 

There are disadvantages in removing sick children to 
hospital for treatment. A high proportion of pediatric 
cases can be nursed safely and efficiently at home when 
the family doctor is given the support of a mobile hospital 
team. 

Home care is less expensive than hospital care, and 
has an educational value. Both hospital personnel and 


general practitioners can benefit from coéperating directly 
in the care of a patient. 
Home care requires the exercise of tact, sympathy, and 
a high standard of medical etiquette in order to prevent 
misunderstandings and overcome difficulties. 
Throughout the planning and operation of the scheme, we 
have had the codperation of the local medical committee of 
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the County of London, the Paddington and St. Marylebone 
district nursing association, the London County Council, the 
local medical officers of health, and the constituent hospitals 
of the St. Mary’s Hospital group. Our grateful thanks are 
due to the members of these bodies. 


REFERENCES 


Allison, V. D., Bourdillon, R. B., Craig, W. S., Crooks, J., Crosbie, 
W., Gaisford, W., Gunn, W., Lightwood, R., Spence, J. C., 
Vining, C. W., Watkins, A. G. (1946) Brit. med. J. i, 673. 

Bakwin, H. (1942) Amer. J. Dis. Child. 63, 30. 

Bluestone, E. M. (1954) J. Amer. med. Ass. 155, 1379. 

Bowlby, J. (1951) Maternai Care and Mental Health. 
Monograph Series no. 2. H.M. Stationery Office. 

Capes, M. (1955) Bull. World Hith Org. 12, 427. 

Gillet, J. A. (1954) Brit. med. J. i, 684. 

Lightwood, R. (1956) Practitioner, 177, 10. 

Brimblecombe, F. S. W., Davis, J. A. (1956) Arch. 
Child. 31, 241. 
Smellie, J. M. (1956) Brit. med. J. i, suppl. p. 256. 
Watkins, A. G., Lewis-Faning, E. (1949) Brit. med. J. ii, 616. 


W.H.O. 
Dis. 


MOTHER AND CHILD 


On Jan. 30 Dr. MARGARET Meap delivered the 8th 
Ernest Jones lecture of the British Psycho-Analytical 
Society. Dr. Mead’s contributions to psycho-analytical 
understanding through her study of social anthropology, 
and her use of psycho-analytical concepts in her field- 
work, are well known. In this lecture on changing 
patterns of parent relations in an urban world, she was 
enlarging on the way in which observation of mother- 
child relationships in more primitive societies could 
throw light on what those who live in an urban society 
wanted to achieve in this sphere and on the difficulties 
they encountered. 

A film of the care of a newly delivered baby in New 
Guinea showed the very close physical contact between 
mother and baby, from a few minutes after birth. In 
New Guinea there was not even clothing to intervene 
between mother and baby. The baby was introduced 
to the world by a breast feed from a lactating neighbour, 
a few minutes after he had been born. Within a day he 
was suckled by his mother, who cared for him with calm 
assurance. Dr. Mead showed how this type of mother- 
infant relationship threw into relief some of the present- 
day problems of mothers and babies. Perhaps most 
interesting was Dr. Mead’s thesis that in a primitive 
society weak babies did not survive and were not 
expected to. A puny infant who did not suck well 
provoked anxiety in his mother by failing to thrive, and 
her anxiety diminished her capacity to produce the milk 
essential for the baby’s survival. In this way babies who 
failed to achieve a satisfactory relationship with the 
mother, whether for physical or psychological reasons, 
actually died. 

In modern society all babies are expected to grow 
up and nearly all of them in fact do so. But the responsi- 
bility for their survival is thrown on the mother; 
there is a tendency to speak of ‘“‘ good’’ and “ bad” 
mothers rather than ‘‘good’’ and ‘ bad’’ babies. 
The cost in maternal guilt can hardly be measured and 
must play a profound part in the current uncertainty of 
aim in child-rearing. Actually the morally tinged words 
‘* good.”’ and ‘“‘ bad’”’ should not be applied to either 
mothers or babies in this context. It is how the 
particular mother and baby respond to each other, 
within their social setting, which is of importance 
for the future emotional development of the - child. 
Both psycho-analysts and anthropologists have separate, 
yet overlapping, parts to play in developing an under- 
standing of these responses and their results. 

It was fitting that this tribute to Dr. Ernest Jones, 
who contributed so much to the study of psycho-analysis 
in Britain, should have been made by an anthropologist 
whose field-work has so often confirmed what analysts 
have deduced from their study of individual patients. 
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REFLECTIONS 


D. A. K. Biack 
M.D., B.Se. St. And., F.R.C.P. 
READER IN MEDICINE, UNIVERSITY OF MANCHESTER 


TEN years in the practice of medical teaching in a 
large and active school have left me little leisure in 
which to systematise whatever impressions I may have 
acquired. However, a recent short visit to the United 
States has allowed me the luxury of calm reflection and 
has even stimulated me to make some comparisons 
which I hope may not prove too odious. In this self- 
appointed and otiose task I draw both strength and 
responsibility fromthe monitory words of R. L. Stevenson, 
who wrote : 

‘** Perhaps there is no subject on which a man should 
speak so gravely, as that industry, whatever it may be, 
which is the occupation or delight of his life; which is 
his tool to earn or serve with ; and which, if it be unworthy, 
stamps itself as a mere incubus of dumb and greedy bowels 
on the shoulders of labouring humanity.” 


In my submission, the general aims of a medical school 
are to find good students; to impart to them a system 
of technique, a body of knowledge, and also an outlook 
on medicine which will leave them with both the desire 
and the capacity to accept the changes and accretions 
in knowledge which will surely come; to do all this in 
such @ way that their time will not be wasted, their 
enthusiasm damped, and their maturity postponed by 
an enforced submission to evanescent authority; and 
finally to set them, not ungrateful, on the narrow way 
between brittle self-confidence and unhelpful hesitancy. 
For aims such as these, good teaching is a necessary, but 
not a sufficient, condition ; there must also be examples 
of clinical care, of scientifice ritique, and of the advance- 
ment of learning. Just as many philosophers have 
thought that happiness comes as a by-product of the 
pursuit of other ends, so I would boldly say that an 
excessive preoccupation with pedagogy, and in particular 
with its mechanical aids, may be an actual hindrance, 
in that it diverts enthusiasm and time from clinical and 
investigative work, which supply the true content of 
medical teaching. Interest and clarity should stem 
directly from content, and not be conscious additions 
to pedestrian material. 


Before discussing the various means which are available 
to us in the pursuit of these aims, I would direct attention 
to two distinctions which are commonly made in dis- 
cussions*on medical education, but which seem to me 
prolific sources of verbiage and confusion, in that each 
of them is based on an outlook which is false, or at best 
incomplete. I refer to the distinction between science 
and art in medicine, and to that between an academic 
and a practical education. 

Taking the distinction between science and art, it 
seems to me that in the practice of medicine we use our 
minds in a number of ways, which include the deliberate 
use of experiment, whether laboratory or clinical ; 
the simple observation of Nature, either at first or at 
second hand; and the making of practical decisions, 
often in circumstances where our action will be the 
beginning rather than the conclusion of an experiment, 
and where we may have little guidance from our own 
experience or that of others. (Each new therapeutic 
agent poses this kind of problem.) Now, a narrow 
definition of science (as experimental testing of hypo- 
theses) would include only the first of these; a wider 
definition of science, based on the fact-finding which 
should precede hypothesis, would include the second 
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mode of thought as well; but the third type of mental 
activity, which embraces the practical application of the 
first two, would scarcely be included in any reasonable 
definition of science. Moreover, the planning of scientific 
observations and experiments is itself an art. These 
various activities of the mind may require isolation for 
purposes of discussion ; but this is an artificial process, 
and an education based exclusively on one of these types 
of mental activity would be grossly incomplete. 

Again, the distinction between a “ practical’’ and 
an ‘‘ academic’’ education means very little, at least 
to me. I may not be understanding the issues involved, 
but ‘‘ know-how ’”’ is scarcely of value unless attended 
by ‘‘ know-why ”’ and ‘‘ know-when.”’ It is a witless 
task to ascribe priority as between theoretical knowledge 
and practical skill, for the one cannot get along without 
the other. At times, the right action may be inaction 
(fortunately, it was an American who composed the 
guileful epigram—‘‘ Don’t just do something, John: 
stand there.’’). If medical practice were made up of 
eternally valid stereotypes of procedure, it could be 
taught by rule-of-thumb methods; but we all know 
that in medicine, as in life, the problems encountered 
are infinitely various, providing the truthful component 
of that veteran cliché ‘‘ Each case must be judged on 
its merits.”’ It seems plain that a medical training must 
inculcate both knowledge of currently accepted practical 
routines, and an ability to depart from or modify them 
in new situations. 


SELECTION OF STUDENTS 


At the age when most students in this country apply 
for entry to medical school, they are in practice, if 
not in theory, selected largely on the basis of their showing 
in General Certificate of Education (advanced level). 
Reports from headmasters would often be of great value 
(positive or negative) if the headmaster himself were the 
applicant ; but in assessing the students, with honourable 
exceptions, they are less helpful. The 10-15 minutes’ 
interview gives a few applicants an opportunity for self- 
elimination, and others give evidence of great promise, 
which may even be fulfilled; but the findings at inter- 
view rarely deviate from those predictable on examina- 
tion results. More elaborate selection procedures have 
been described, but there is no solid evidence that their 
results justify the added load on teaching staff. The 
main defect of selection by G.c.£. results is the admission 
of the occasional student who-can reproduce the input 
of intensive coaching, but who cannot learn for himself 
in a university. (1 am not being cynical about this: 
in the long run, we must be able to teach ourselves, 
and to criticise what others teach us, and if a university 
encourages us to do this, it is doing its job.) The American 
medical schools seem to me to have an advantage here, 
in that their applicants have already had their chance 
to prove themselves under university-type conditions 
for three years, so that the selecting school has more 
to go on; and there may be less compunction in reject- 
ing people who at least have a modest college degree 
than in excluding people who have done badly in anatomy 
and physiology. If the ‘‘ premedical subjects ’’ are used 
as a screen, we run the risk of excluding otherwise 
adequate students who have had no satisfactory schooling 
in science, and are merely slow in coming to terms 
with it. 

CONTENT OF THE MEDICAL CURRICULUM 


The present medical curriculum is a sort of Christmas 
tree, in which a conventional basic structure (common 
to all schools, stereotyped by regulation, and scarcely 
altered since 1900) has been decorated with tinsel and 
fairy lights (varying from school to school, and reflecting 
the localised enthusiasms of teaching staff). There has 


been much criticism, and this has very properly been 
based on the burden which such a curriculum lays on the 
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medical student. The outstanding student can take it ; 
but his less gifted colleague, even if he scrapes through 
all the examinations, becomes dispirited by the mass 
of factual information. I am quite unashamedly with 
the pruners rather than with the decorators, and three 
changes in the past year or two seem to me to enhance 
the case for vigorous pruning. 

The first two are the compulsory postgraduate year 
and the increasing recognition that ‘* general practice ”’ 
needs some measure of postgraduate training as much 
as any ‘‘specialty.’’ These two things seem to me to 
legitimise something which has in any case come about 
from the pressure of events—that the student no longer 
leaves us fully armed against all medical contingencies 
(did he ever do this ?), and that we on our part need 
not lie awake at nights if he should slip through our 
meshes ignorant of the insertions of certain muscles, 
the posology of each of the British Pharmacopeia prepara- 
tions of mercury, or even of the factors governing sodium 
reabsorption in the renal tubule. 

Thirdly, in the past year, the curriculum committee 
of the General Medical Council has made recommenda- 
tions which are permissive, and no longer restrictive. 
If these are accepted by the councils the individual 
schools will have the responsibility and opportunity 
of planning a course which may allow students to think 
and do more, and sit and suffer less. 

The task of refining the content of the medical course 
will be long, and the result will itself require revision 
as the years speed past. Sectional interests will impede 
the process, and the ultimate beneficiaries, the students, 
will probably have too little voice in what is done. 
Nevertheless, the prospects for radical changes in the 
medical course are more hopeful than they have ever 
been. I hope that the systematic lecture-course of 80-100 
lectures will disappear, and that the time gained will 
be mainly used to give the students more time with their 
patients, from whom I believe they will in the long run 
learn more than from their teachers. 

This does not mean a smaller teaching load on staff, 
but a diversion of their time from formal lecturing to 
giving clinical tutorials and supervising the work of 
students in the wards. Trial could be made of mixed 
firms of 4 senior and 4 junior medical and surgical clerks, 
in which the seniors would be responsible for note- 
taking and would go on staff rounds, while the juniors 
would be coached in physical signs and in history- 
taking, both by staff and by the senior students. Students 
are much better deployed in small responsible groups 
than in masses of passive listeners. 


THE SPIRIT OF A MEDICAL SCHOOL 


There is general agreement, though with some varia- 
tion in emphasis, that we have to provide both an 
education and a technical training. In the first of these, 
the emphasis is on drawing out the student’s own latent 
processes of thought and expression, in the second on 
handing on to him those practical courses of action 
which are appropriate to our present understanding 
of patients and their diseases. Because of human frailty, 
the time devoted to technical training—a relatively 
simple matter—tends always to encroach on the time 
available for education. In the last result, the student 
probably has to educate himself by discussion with 
his colleagues and teachers, by hearing his teachers 
discuss patients, by his own observations on patients, 
and by reading outside the student textbooks. Such 
activities are refractory to planning, although something 
ean be done by arranging discussion classes, some- 
times with members of different departments, at which 
attendance is voluntary. More important, however, 
is the provision of time for those activities which cannot 
be planned from above. Negatively, this means that we 
must not fill up the student’s days, weeks, and months 
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with organised programmes. Positively, it means that 
teachers must always be willing to respond to inquiries 
which may be ill phrased or based on ignorance; it is 
far too easy to get a cheap laugh from the rest of the 
lass, and so ensure that that student will never ask 
you a question again. Teachers must be willing to 
discuss diagnosis and treatment with their colleagues 
in the presence of students, without the short-cut 
of authoritarian pronouncements. In Manchester, our 
curriculum has been modified to allow students at leest 
one summer vacation in their clinical years; how they 
use this time is ultimately at their own discretion, though 
the dean of clinical studies gives advice and help on 
clinical opportunities in non-teaching hospitals. 

In so far as we liberate the curriculum in such ways, 
we are taking a chance on the initiative and self-discipline 
of our students. For the man who demands passive 
instruction, the free time which we provide will be given 
over to textbooks, or even wasted. On the other hand, 
the man with initiative will be able to spend more time 
in the wards, to see what goes on in other hospitals 
or in general practice, or even to take part in investiga- 
tion, if his interests lie that way. This is the kind of 
activity which goes on in the best American schools. 
It would be foolish to extrapolate from the leaven 
to the lump, but I was tremendously impressed by the 
way in which students were an integral part of the 
hospital service and able to discuss things freely with 
the staff. This is partly a matter of the staff being very 
numerous, so that each of them had far less ‘‘ routine ”’ 
clinical work than would be usual over here; but the 
general spirit of inquiry and discussion was obvious, 
nor was this achieved at the expense of careful clinical 
work. I would agree with almost all the points made 
by Bauer,! describing the American system from the 
inside; my chief reservation would be that the ‘‘ on 
and off service’? arrangement is not compatible with 
our present ideas of a continuing relationship between 
a physician and his patient. While the alternation of 
teachers may benefit the students, the alternation of 
physicians is less closely in the patient’s interests, 
unless of course it is made at his own or his doctor’s 
request. 


‘* FINALLY ”’ 


It has not escaped me that these reflections do not 
contain any definite plan for a medical curriculum. 
While I am bold enough to have opinions on the general 
principles of curricular reform, my audacity stops 
short of describing the syllabus for a medical course in 
my private utopia. Rather, I have drawn attention in 
no very original way to problems which will be discussed 
in the next year or two by medical teachers in the 
different schools; their formal solution is a task for 
medical faculties, acting in such concert as they may 
achieve. To colleagues on my own faculty I owe a debt 
which cannot be assessed, let alone repaid; but they 
have no responsibility for these reflections, and I doubt 
if any of them would agree with all the opinions I have 
voiced. I have a more clearly defined obligation to the 
Wellcome Trust, who made it possible for me to visit 
the medical schools at Johns Hopkins, Columbia, and 
Harvard; and to the teachers in these schools who so 
willingly explained their beliefs and practices. 

Finally, I should emphasise that my criticisms of 
present institutions are not to be construed as support 
for a radical re-shuffling of the medical course, such as 
has been in progress at Cleveland ; I have not witnessed 
this far-reaching experiment, but have heard reports 
that the pressure of formal teaching, although it is 
cast in a different pattern, is as heavy on the student 
there as elsewhere, and more so on the staff, so that they 
have less time ter original work. Moreover, I am not 
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maintaining that in this country we have any need to 
feel ashamed of our general standard of medical practice 
or teaching, by comparison with other countries. I 
have little patience with bitter statements that medicine 
‘*has been ruined as a career,’’ and that we have “ lost 
our professional freedom ’’ ; I know of no other qualifica- 
tion which opens the door to so many different and 
interesting ways of spending one’s life as a degree in 
medicine. 


Medicine and the Law 


Under the Influence of Insulin 


Tue Divisional Court of the Queen’s Bench Division 
allowed this appeal from a decision by justices dismissing 
charges under the Road Traffic Act, 1930, brought against 
a diabetic driver. 

A pharmaceutical chemist who had had diabetes for 12 years 
was charged before the justices with unlawfully driving a 
motor-car (1) when under the influence of a drug to such an 
extent as to be incapable of having proper control of the 
vehicle, contrary to section 15 (1) of the Road Traffic Act, 
1930 ; (2) without due care and attention; and (3) without 
reasonable consideration for other persons using the road, 
contrary to section 12 of the same Act. The justices found 
that on Aug. 13, 1956, after taking by injection his usual 
and prescribed quantity of 18 units of soluble insulin B.p. and 
consuming a regulated meal, the defendant drove his motor- 
car to a cinema, arriving at 6.40 p.m. At about 9 p.m. he 
left the cinema, unaccompanied, and remembered no more 
than walking down the éntrance steps. In fact he got into 
his car and drove it along a road for about four miles, when 
the car left the road, went through a hedge into a field, and 
stopped in gear. He was discovered at about 10.15 P.M. sitting 
rigidly at the wheel but in a semicomatose state. He was 
taken to hospital and found to be in a hypoglycewmic coma 
due to the over-action of the insulin injection taken earlier. 

It was contended for him that on the medical evidence 
before the justices the taking of insulin was not the taking 
of a drug but the replacement of an essential hormone which 
his body mechanism was unable to secrete, and of which it 
was therefore totally deficient ; and that he was not therefore 
under the influence of a drug within the meaning or contem- 
plation of section 15 (1) of the Act of 1930; and that being 
totally unaware that he was driving a motor-car he could 
not be guilty of the offences with which he was charged under 
section 12. Whe justices dismissed the charges. The prosecu- 
tion appealed to the Divisional Court of the Queen’s Bench 
Division. 

The Lorp Cuter Justice said that insulin was clearly 
a drug for the purposes of the Act of 1930. He thought 
that a drug meant a medicine or medicament given to 
cure or alleviate or assist an ailing body. No doubt a 
person taking insulin was taking a drug in the sense of 
a medicine ; but this was a clear case which should go 
back to the magistrates, who should remember that 
section 15 was designed for the protection of the public; 
and if people were in a condition of health which either 
of itself rendered them liable to go into a coma, or the 
remedies for which might send them into a coma, they 
must not drive, because of the danger that would result 
to the rest of Her Majesty’s subjects. 

Mr. Justice CassELs, agreeing, said that he would 
define ‘‘ drug’’ as a substance used as a medicine. It 
would be no consolation to anybody who might unfor- 
tunately be injured by a person when driving under the 
influence of a drug to be told: ‘‘ It was not my fault 
because I was under the influence of a drug.”’ 

Mr. Justice LYNSKEY, also concurring, said that under 
section 15, if it were proved that (a) the person accused 
was driving or attempting to drive a motor vehicle on a 
public road and (b) that he was under the influence of 
a drug to such an extent as to be incapable of controlling 
the vehicle, the justices were compelled to convict. On 
the ordinary definition his Lordship thought that insulin 
was, and was to be treated as, a drug. 
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The Court allowed the appeal and sent the case back to 
the justices with an intimation that they should convict. 


Armstrong v. Clark—Queen’s Bench Divisional Court (Lord 
Goddard, C.J., Cassels and Lynskey JJ.). Jan. 30, 1957. J. 
Parker and Patrick Neill (Gregory Rowcliffe & Co. for Hugh 
Carswell, Chester); Geoffrey Howard, Q.c., and J. W. Da Cunha 
(Charles Russell & Co. for Skelton and Co. Manchester). 


M. M. Hix 
Barrister-at-Law. 

The Hospital Doctor’s Unprotected Belongings 

A doctor was employed by a hospital management 
committee at a remuneration of £425 a year with a 
deduction of £125 ‘‘in respect of board, lodging and 
other services provided.’’ He lived in a hostel near the 
hospital, and came back one night to his room to find 
that a number of personal effects had been stolen. He 
brought an action in the county court for the loss, claiming 
against the management committee that they owed him 
a duty that they would take reasonable care of his bed- 
room, personal effects, and the keys to the doors, or 
alternatively that there was an implied term in his 
contract of employment that they were under the same 
duty. By their defence the committee denied that they 
owed any duty of care to him. The county court judge 
held that the committee was not under any duty of care. 
The doctor appealed, his counsel stating that the case 
was supported by the Medical Defence Union and was 
a test case in the sense that this was one of three 
similar thefts. 

Lord Justice Hopson said that from one point of 
view the house-officer’s salary was £425 and from another 
was £300 plus board and lodging valued at £125. The 
county court judge had accepted the committee’s general 
proposition of law that there was no duty on the occupier 
of premises to safeguard against theft the chattels of an 
invitee by a third person who came on to the premises. 
There were exceptions to that general rule in the case 
of guest-houses or boarding-houses which people carried 
on as a business for gain; they had to take some care 
of the goods of their guests. But the duties of boarding- 
house keepers could not possibly be said to arise in the 
present case. The management committee was not 
carrying on a boarding-house but keeping this hostel for 
the benefit of the staff, just as if the staff were resident 
in the hospital building itself and getting their food and 
lodging free. This was simply a case of master and 
servant where the master paid the servant partly in cash 
and partly by giving him food and lodging. The house- 
officer did not make any separate payment for what was 
provided. It was simply deducted from his pay and he 
received the net sum in the same way as would a domestic 
servant who lived in and got her keep. In Deyong v. 
Shenburn [1946] 1 K.B. 227, Lord Justice du Pareq had 
said that there was no decision and no authority for the 
proposition that a master must, merely because of the 
relationship of master and servant, take reasonable care 
for the safety of his servant’s belongings in the sense 
that he must take steps to ensure that no wicked person 
should have an opportunity of stealing the servant’s 
goods. Those words applied directly to the present case 
and were not confined to what were called ‘‘ domestic 
servants.’ If that was right, this claim must fail. 

The only way in which the house-officer could succeed 
in his claim would be if he could show that such a term 
must be implied in the contract of employment. On the 
facts as found and pleaded there was here no room for 
such an implication. It would be going a long way if it 
were held that the intervention of a wicked person such 
as a thief should be insured against by masters employing 
servants in any capacity ; and there would have to be 


a specific term in the contract or circumstances from 
which such a term must necessarily be implied before 
such a result could be reached. 

Lord Justice Morris, concurring, said that it would 
be quite unreal to say that the management committee 
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were in any sense lodging- house keepers. The house- 
officer was presumably resident in order to be available 
at nearly all times at short notice. The position was 
thus simply that of master and servant, with an obligation 
on the servant to live in the hospital. That did not 
mean that somebody in the position of-this doctor must 
be called a domestic servant, but merely that he had to 
live in the hostel just as a domestic servant would live in. 

Lord Justice SELLERS delivered a concurring judg- 
ment. The appeal was dismissed. 

Edwards v. West Hertfordshire Group Hospital Management 
Committee. Court of Appeal (Hodson, Morris, and og L.JJ.). 
Jan. 31, 1957. Neville Faulks (Hempeons) ; J . P. Widgery 
(Sedgwick, Turner, Sworder, and Wilson, Watford). 

M. M. Hitt 


Barrister-at-Law. 


Public Health 


Poliomyelitis Vaccine 


Ir is hoped that distribution of anti-poliomyelitis 
vaccine will begin again throughout England and Wales 
about the middle of this month. 

Supplies had been expected during January, but the 
vaccine has to satisfy stringent standards of purity and 
potency, and one large batch was rejected because there 
was evidence of slight contamination, though no live 
virus was found. In another batch, one test must be 
re-done, and this will take about a fortnight. 

Sir John Charles, chief medical officer of the Ministry 
of Health, has explained the position in a letter to 
medical officers of health. The next few issues of vaccine 
should, he said, be large enough to provide two injections 
each for about 200,000 further children aged 2—9 from 
those who registered last year for vaccination. 


The Midwifery Service 


In his report for 1955 Dr. William Sharpe, medical 
officer to no. 16 division of Lancashire, observes that of 
the 1588 births in the division during the year 81% 
occurred in hospital. Most mothers, he says, obviously 
prefer not to have their babies at home; but why this 
should be so is not easily ascertained. 


“Is it that we are not sufficiently persuasive in pointing 
out the advantages of making the birth of a child a real family 
affair which it can be only at home? Or is the economic 
disincentive applied to home confinement too great? It 
seems that if this latter factor is the main one it might be 
offset a little by offering free, or at reduced rates, home helps 
during the lying-in period. This concession, though a little 
more costly to the Local Health Authority, would, if it had 
the effect of decreasing hospital admissions, be a considerable 
national saving for the health service.”’ 


Infectious Diseases in England and Wales 


Week ended January 





Disease 
5 12 19 26° 
Diphtheria a4 ad aT Ar 2 9 4 1 
Dysentery ‘a ‘i> ica ad 535 530 477 635 
Encephalitis : 

Infective 6 3 3 J 
Post-infectious 4 * wn 2 1 3 4 
Food-poisoning = Rr 143 162 148 165 
Measles, excluding rube ‘lla .. |10,971 9281 | 8202 9527 
Meningococcal infection os ani 31 35 | 30 23 
Ophthalmia neonatorum es aa 32 25 25 27 
Paratyphoid fever s — 3 4 2 2 
Pneumonia, primary or influenzal .. 644 648 516 572 

Poliomyelitis : 

Paralytic ee oe ge ‘3 44 47 30 21 

Non-paralytic ie = we 19 25 11 6 
Puerperal pyrexia aa i*s ; 190 224 210 241 
Searlet fever .. 5 - ea 572 528 693 829 
Smallpox ’ ‘ - ap vd id Re 
Tuberculosis : 

Respiratory . . , - ea 537 543 612 636 

Meninges and C.N.38. ae a 7 10 9 7 

Other. ® 7 os es 53 74 64 77 
Typhoid fever .. aA ee sa 2 1 5 1 
W hooping-cough a ea ss 1 Saaa 2486 | 2664 3233 


* Not including late returns. 
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THE LANCET] 
In England Now 


A Running Commentary by Peripatetic Correspondents 

Last Sunday, soon after the night nurses came on duty, 
the patient at the far end of the ward developed more 
pain and the house-physician was summoned. Five 
minutes later, nineteen pairs of eyes watched curiously 
as he made his way down the length of the ward and 
back. He thought the patient too ill to have an operation 
and he telephoned his chief. Twenty minutes later, all 
eyes turned as the physician, accompanied by his house- 
physician and the nurse, marched briskly to the far end of 
the ward. He thought that an operation, although indi- 
cated, carried considerable risk and called in the surgeon. 
To the inhabitants of a medical ward, the appearance of a 
surgeon is always regarded with grave misgivings, 
and all eyes were agog when the procession of four set 
out on the journey to the end of the ward some twenty 
minutes later. In the opinion of the surgeon, the opera- 
tive risk was negligible compared to the risk of the 
anesthetic, and the anzsthetist was invited to express 
an opinion. Soon after, a wakeful ward watched a quintet 
of specialists and auxiliaries on their pilgrimage to the 
last. bed. 

Now anesthetists, like spectators at a football match, 
are often inspired to a plan of action not readily apparent 
to the principal combatants. Thus the anesthetist opined 
that the risk of the operation depended on the result 
of a blood-test, and the pathologist was summoned. 
Twenty minutes later, he too ran the gauntlet of curious 
gazes as he negotiated the length of the ward. Few 
pathologists, called in to help with a difficult case, can 
resist suggesting a further investigation. The first blood- 
test was normal, but the result of the second made an 
immediate X-ray examination imperative. 

By this time, the area before the hospital main entrance 
was enough to set every National Health Service heart 
beating with pride. In an imposing row stood the 
parked cars of as many members of the staff as could be 
seen on any weekday. The physician’s old Ford rubbed 
noses with the pathologist’s A70, while the anzsthetist’s 
Velox stood alone some distance away, because it was 
brand new. And when the brilliant headlights of the 
radiologist’s Jaguar swept through the drive, hospital 
history was made. 

The procession that entered the ward on its final journey 
brought a gasp of admiration from the two rows of 
figures sitting bolt upright in their beds. With bulging 
eyes, the nineteen heads swivelled slowly through a full 
semicircle. Gloriously, majestically, past went the con- 
sultants and specialists, the residents and nurses, and, 
bringing up a triumphant rear, the crane-like apparatus 
of the portable X ray, propelled by two porters. 

It took all of us exactly four-and-a-quarter hours to 
decide to do nothing that night. 

* . * 


Our R.s.0. has just got his fellowship. Hearing himself 
called Doctor used to give him a bitter-sweet extra- 
systole in memory of all the examination hazards safely 
and astonishingly negotiated. Now he feels the same 
lift of the emotions when addressed once more as Mister, 
and regards the reassumption of a title common to most 
of his fellow men as a rare and delightful distinction. 
He feels hurt when it is forgotten. Perhaps the rules 
are a little difficult to grasp in our hospital. Many of our 
patients think that all specialists should be Mister, and 
whenever Doctor slips out it is corrected to Mister, I 
mean. A visiting American surgeon expected Doctor, 
and we had been carefully coached in the fact that the 
qualifying examination ‘“‘ over there”’ is the M.D. One 
of our own surgeons has his M.D., and one of our physicians, 
for some reason, has not. At the same time as our 
R.S.0. was promoted from Doctor to Mister, our bio- 
chemist, a science graduate, who has always been careful 
to inform newcomers that he is not a doctor, got his 


PH.D. 
* * * 


To the public at least, the significance of the surgeon’s 
CH.M., or M.CHIR., or M.S. is little known. Perhaps they 
would be better informed if it were used more con- 
spicuously with ‘‘ Master of Surgery ”’ after it in paren- 
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thesis. Two things then might happen. Probably 
some people would regard the surgeon as being 
addressed as Mister by virtue of being a Mister of 
Surgery ; but others would address hima by his true title 
of Master. This innovation would be agreeable. Now 
that Master is less used in the nursery, few surgeons 
should greatly object to sharing the title with the head 
of Balliol College or some of the elder sons of the Scottish 


peerage. 
. * 7 


Full fathom five lay the father of all pike in England’s 
loveliest lake. Not that he was a serious competitor to 
the sportsmen flicking their trout-flies from the shallows, 
it was much more serious than that. He was cruising 
over my favourite larder, the dark layers of ice-cold 
water between 50 and 70 feet, where waiting for our 
delectation are those arctic lovelies the char. 

If the name of char or Salvelinus willoughbyi means 
nothing to you, indeed the loss is yours. Some fine 
spring day you should come and see for yourself that the 
polar ice-cap has receded from Cumbria. Otherwise 
you may pass to dust without being tranquillised by the 
soothing vortices gliding away from your oars as you 
row slowly between wooded slopes, the tinkle of the 
bell on your trolling tackles, and the call to action. 
You may be denied the breathtaking sight of a spawning 
char, vivid red belly and emerald green back glistening 
with the brilliance of enamel for the few fleeting moments 
ere corruption starts before your eyes. The frailties 
of human flesh may keep you and me off the water, but 
we.can still solace ourselves on the fishmonger’s slab. 
The pink delicacy of char lies somewhere between salmon 
and trout, and not nearly so dear to buy; it has the 
vicarious piquancy of lamp and gaff without the risks. 

That was why the char and I took a very dim view of 
the pike down there. Maybe a little self-centred in our 
outlook, we each made out plans for survival, limited 
in the chars’ case vis-a-vis the pike. They retired to 
the basement while the local experts set some large- 
mesh nets. Both parties waited with interest for a couple 
of weeks before patience was rewarded. At twenty- 
six pounds our pike tipped the scale, and there were a 
couple of fine char inside him. Justice was satisfied 
by converting his mighty bulk into cookable steaks. 
When it comes to stuffing specimens, around our way 
we believe that charity begins at home—an elementary 
rule of survival which gives us the strength to catch 


some more. 
* . . 


After watching a television programme last night I was 
so irritated that I sat down and wrote myself this letter. 

Dear Doctor, 

Please sign my family’s cards as I want to change my doctor 
like Christopher Mayhew said I should on the television. All 
that happens when I see you is we talk and talk about my 
nerves and you do nothing for me. I want to go to the hospital 
for proper treatment and I won’t have to do anything about 
getting better myself. Perhaps they will give me a bottle of 
nerve tonic too like I said I needed. 

Truly yours, 
N. E. Patient. 
* * » 

We were visiting one of those admirable hospitals which 
have grown up by unplanned accretion from a cottage 
hospital and now carry the load of a population of 
100,000 or more. Matron asked if we would like to see 
the nurses’ home. It was not on our programme but she 
was so charming that, noses dripping, we hurried across 
the windswept plateau to the usual mid-Victorian 
ex-rectory designed by Nature to be the nurses’ home of 
those admirable hospitals which have grown up by 
unplanned &c., &. As we opened the door of a small 
sitting-room, two young and pretty probationers sprang 
to their feet in some confusion, one of them dropping the 
book she was reading. My companion said as he picked 
it up—rashly I thought—‘“ Weil, nurse, what have you 
been reading ?”’ ‘‘ And what do you think it was?” I 
asked the friend to whom I was telling the story. ‘‘ Oh, 
Plato’s Republic, I expect,’’ he answered. It was. 


” * * 


A patient from H........ | ere . 


“Yes, they’ve 
done three autopsies on me so far.” 
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Letters to the Editor 


“DOCTOR ”’ 


Smr,—May I congratulate Doctor George Graham on 
his delightful article last week ? How kindly he refers to 
the inverted snobbery which makes many surgeons insist 
on being called Mister—a proper title for the mate of 
a sailing ship, but to a surgeon, a reminder of a humbler 
origin than his brother physician. In Dublin it is inter- 
esting to read on the plates on doors in Fitzwilliam 
Square and elsewhere where consultants practise, Surgeon 
So-and-so. How very sensible ! 

Dr. Graham correctly says that the curious practice 
does not exist in other countries except in those 
Dominions of the British Commonwealth which follow 
the practice of the Royal College of Surgeons. But even 
in those countries the custom is by no means universal : 
thus in Australia while there are some surgeons in some 
States who like to be called Mister, many prefer Doctor. 

May Dr. Graham’s hope be realised and in time this 
curious survival, reminiscent of the barber surgeons, 
cease. Surely we should be proud to belong to the 
profession of doctors. Please call me Doctor. 


Surgical Unit, 


Cardiff Roya] Infirmary. LAMBERT ROGERS. 


Srr,—Dr. Graham wonders why fellows of the Royal 
Colleges of Surgeons prefer to be called Mister. He might 
be interested in an explanation which I read or heard, 
I know not where, some little time ago. 

Most of the universities conferring the degree of doctor 
of medicine also confer a parallel degree of master of 
surgery, M.S., or CH.M. The proper form of address for 
the holder of such a degree is surely Master, or the 
popular form, Mister. Is it perhaps the wish to draw 
a parallel between this degree and the fellowship of the 
Royal Colleges that prompts the fellows to adopt the 
appellation Mister ? 

Aberdeen University 


Hall of Residence, 
Foresterhill, Aberdeen. 


TOWARDS PREVENTING SUICIDE 


Sir,—Well might the Rev. Edward Young exclaim in 
the year 1742: ‘‘O Britain infamous for suicide! ”’ 
(Jan. 26, p. 203). Up to 1823 it was legal (and it was done 
in June of that year) to bury suicides at crossroads with 
a stake through their bodies, and up to 1870 the Crown 


GEORGE L. CHALMERS. 





DEATHS FROM SUICIDE, ROAD ACCIDENTS, AND HOMICIDE 
(1948-51) 


Death-rate (per 100,000 persons) 


Suicide + 
road 
accidents + 
homicide 


0 37-2 


Country 
Road 


accidents Homicide 


Suicide 


Switzerland 23-5 12-7 1 

Denmark 23:3 78 1:3 32: 
Austria aie as 22-7 5-5 1-4 29-6 
Western Germany. . 18-2 15-4 1-0 34-6 
Japan as 17-5 2-2 2-1 21:8 
France 15-2 2-5 0-6 18:3 
Sweden 14:9 79 0-6 23-4 
Belgium 13-6 10-1 1:3 25-0 
U.S.A. - ° 11-2 22:1 5:8 39-1 
South Africa ae 11-1 15-2 2-9 29-2 
England and Wales 11-0 8-4 0-5 19-9 
Australia . . 9-3 21-6 1-0 31-9 
New Zealand 9-2 11-8 1-1 22-1 
Canada 77 16:8 1:3 25:8 
Norway 74 3:7 0-4 11-5 
Israel 71 6-5 0-9 14-5 
Italy 6-8 9-6 1-5 17:9 
Holland 6-2 74 0-3 13-9 
Scotland 5-7 9-0 0-3 15:0 
Spain 5-4 1-3 0:8 7-5 
Chile - wa 4:8 1-2 10-2 16-2 
Northern Ireland .. 4-2 9-7 0-2 14:1 
Eire oe as 2:7 48 0-2 7:7 
Columbia 1-3 5-7 28-7 35-7 
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had the right (though latterly it was not exercised) to 
confiscate the personal estate of a person dying by his 
own hand. 

I doubt, however, whether the reverend gentleman 
would wish to reproach us over the present (1948-49) 
suicide-rates ; the table shows that, of the 24 countries, 
England and Wales ranks 11th, with Scotland, Northern 
Ireland, and Eire ranking 19th, 22nd, and 23rd. 

Since you, Sir, called attention to the fact that preven- 
tion of fatal road accidents attracts more public attention 
with us than prevention of the (latterly) more numerous 
suicides (Jan. 26, p. 206), I have given rates for these, 
and, for the benefit of students of the polar character of 
suicide and homicide, those for homicide. 

The aggregate mortality-rates for suicide plus road 
deaths plus homicide are highest in the United States 
and Switzerland, and lowest in Spain and Eire. 


Isleworth, Middlesex. H. PuLytar-STRECKER. 

Sir,—The article by Dr. Parnell and Dr. Skottowe 
(Jan. 26) deserves the closest attention, but I think it is 
unfortunate that they give the impression that suicide 
can only be prevented, and depression treated, by 
admission to a mental hospital. A large number of 
depressed patients is now being successfully treated 
by means of electroconvulsive treatment, modified 
by relaxants, in outpatient clinics of general hospitals. 
Most of the mental hospitals, at least in the London 
area, are overcrowded ; often there is a considerable 
delay, amounting in some cases to several weeks, before 
a bed can be obtained. The patient may well commit 
suicide during this waiting period. Outpatient treat- 
ment, on the other hand, can usually be arranged 
immediately and with the willing coéperation of the 
patient—which is not always so readily forthcoming 
when admission is proposed. 

There are, of course, cases where the suicidal risk is 
too great to permit the patient to remain at home, but 
the clinical judgment of an experienced psychiatrist 
can usually be relied on to decide which method of 
treatment should be adopted. There is much to be said 
in favour of keeping patients at home, apart from the 
shortage of mental hospital beds and mental nurses, and 
the cost of inpatient treatment. 


London,W.1. J.C. SawLe THOMAS. 


Srr,—It is good to see Dr. Parnell and Dr. Skottowe 
ventilating the subject of suicide, particularly among 
students in universities, and one is grateful to them for 
emphasising the importance of direct questioning of 
depressed or anxious patients on this matter. I have 
more than once established a sound relationship with 
such a person and produced relief by anticipating the 
student’s confession and expecting the temptation to 
suicide to be present. I am therefore the more surprised 
to see these physicians so strenuously recommending 
the admission of patients to hospital on this sign alone. 
I wonder whether I have misunderstood them, but I 
was once similarly surprised by the attitude of a con- 
sultant psychiatrist who, after seeing and talking in a 
friendly way with a depressed patient of mine about the 
suicidal situation that he was in, said to me, “ Did 
you see how that man talked to me as though we two 
understood one another in this matter? He is danger- 
ously suicidal and should be in hospital.’’ I can see that 
for therapists with hospital beds readily available, 
admission may offer the best solution, but surely for the 
general practitioner the need for admission recedes 
in proportion to the increase of understanding of the 
position achieved between patient and therapist. 

I was visited early one summer morning by a distraught 
young man who, in an exaggerated manner, was working 





3. Untied Jfettone, Demographic Yearbook. New York, 1953; 
able 12. 
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through an early pattern of panic at examinations. He had 
had no sleep at all that night. In the course of half an hour 
[ heard a good deal of hatred poured out upon both his 
parents, whom he felt to be pushing him along a path he 
ould not take. Then suddenly he blurted out: “ At one 
clock in the night I mixed myself a glass of thirty aspirin 
tablets. I had it beside me on the table.’’ I reacted with, 

That would have ‘taken it out’ of the people you hate 
so much, I suppose,’’ and he said quickly, ‘‘ Yes, I thought it 
would serve them jolly well right.’’ He was aware of a powerful 
suicide-deterrent in his loving a girl who loved him, but I 
think he had been less aware before our talk of the hate 
motive which had been tempting him to suicide, and I hope 
that the conscious emphasising of it by both of us will stand 
him in good stead if the situation ever recurs, particularly 
if there should be less help from the girl. 


It is sometimes necessary to explain to a confused and 
careless student that his apparently unaccountable 
behaviour springs from suicidal urges of which he has 
been unaware. I am thinking of absent-minded people 
who expose themselves to traffic dangers, and fool- 
hardy folk who take inordinate risks in their adventures 
with the elements, on mountains, in caves, or over the 
sea. A proper wariness of his own weakness on this score 
can greatly help a person to avoid damage. Where one 
cannot find acceptance of the inner threat, as in a patient 
who assured me repeatedly that she took eighteen 
carbromal tablets all at once simply to get a good night’s 
sleep, one is safer to assume serious, if not psychotic, 
disturbance, but it is very hard to persuade such a person 
to be admitted voluntarily. 

I doubt whether any depressed person has no suicidal 
inclinations, and young men and women suffering their 
first attacks of this torturesome complaint need very 
careful attention, if only to support them until they have 
learned to manage their own condition. A bond of real 
affection can work miracles, but it is difficult to forge. 

The older person, particularly the physician, needs to 
take herself or himself to task lest anxieties with regard 
to patients are in too great part projected from inside 
the observer. Which of us has not, in our fantasies, done 
rather more than just to long for release from difficulty, 
for oblivion, for perpetual sleep, for death itself? It 
is not given to all of us all the time to see life as ever- 
lasting challenge. We must therefore be afraid of suicide 
in others as in ourselves. Let us sustain one another, 
face risks together, and pray that we be kept from 
panic. 


Students’ Health Service, 


University of Bristol. AGNES WILKINSON. 


Srr,—The article by Dr. Parnell and Dr. Skottowe 
is most valuable and will cause most of us general 
practitioners deep and helpful searching of heart. 
The important omission, however, to my mind, is the 
lack of any mention of the relationship of alcoholism to 
suicide. Often this connection is not made public at 
inquests ; just as often the true state of affairs is not 
realised by the family or even by the family doctor. 

When will we come seriously to grips with this vital 
and tragic problem ? 


Bewdley, Worcs. G. 8S. LAWRENCE. 


THE REMUNERATION CLAIM 


Sir,—Last week I attended a meeting held under the 
auspices of the local branch of the B.M.A. at which the 
remuneration dispute was discussed. 

I was amazed and shocked by the views expressed by 
the convener of the meeting and by many members of 
the audience. What the association advocates, if the 
claim fails, really amounts to strike action, although some 
prefer to call it resignation from the service. Whether 
called “‘ strike’’ or ‘‘ resignation,”’ it is really nothing 
but shameless blackmail, since, as one member of the 
B.M.A. pointed out, such action would cause a crisis. A 
special point was made of the Government’s moral 
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obligation towards the profession, but it seems hardly 
right for doctors to insist on the moral aspect if they 
intend to follow trade-union tactics and add yet another 
crisis to the long series of miserable strikes, and thus 
forfeit what little is left of public sympathy for the 
medical profession. 

Brighton. NOEL ALDER. 


POST-GASTRECTOMY BILIOUS VOMITING 


Srr,—There is no doubt that the method of investiga- 
tion of bilious vomiting presented by Mr. Scott and 
Dr. Whiteside (Dec. 29) is extremely valuable. Bilious 
vomiting is an annoying and at times a disabling condi- 
tion, and it is hoped that many cases will be investigated 
by this method in the future, so that a true conclusion 
can be reached. 

One of us (G. R. A.) started using this technique in 
1954, and since then we have used it in over 50 cases to 
demonstrate the afferent loop in these post-gastrectomy 
disorders. The afferent loop is shown best, whether there 
is stasis or not, before the gall-bladder is caused to 
contract. A film taken two hours after injection of 
‘ Biligrafin’ and while the patient is still fasting is 
optimal. After food has been taken and the gall-bladder 
has contracted, the fine contrast pattern of the normal 
afferent loop is lost. The films should always be taken 
with the patient erect, as the effects of afferent-loop 
stasis are shown to the best advantage in this position. 
The afferent loop tends to empty (in the absence of 
physical obstruction) in the supine position. 

Our observations suggest that distension of the gall-bladder 
is not a factor in bilious vomiting. In nearly all cases of 70% 
gastrectomy, the vagal fibres to the gall-bladder are divided, 
and the gall-bladder function thereafter follows the features 
so clearly described by Johnson and Boyden.'! They showed 
that complete severance of vagal fibres results in progressive 
enlargement of the gall-bladder. Under no other conditions 
does such a rapid increase in size occur. Vagotomy, however, 
does not affect the rate of evacuation of the gall-bladder after 
a fatty meal. They suggest that the vagi control the tone of 
the gall-bladder while the evacuating mechanism is probably 
under hormonal influences. It may be that the interdigestive 
size of the gall-bladder is a good test to see whether the vagal 
fibres have been divided. Certainly in nearly all, if not all, 
the cases of gastrectomy we have reviewed, the gall-bladder is 
distended in this way. As only a few of these patients had 
bilious vomiting, it is unlikely that gall-bladder distension 
per se is a factor. In a patient seen this week who had a Polya 
gastrectomy ten years ago, severe and intractable bilious 
vomiting has recently started, even though his gall-bladder 
was removed five years ago. Sometimes the gall-bladder is 
shown grossly distended after gastrectomy even when it con- 
tains gall-stones; in one ease where the gall-bladder was 
removed for such stones, the bilious vomiting persisted. Our 
findings in these cases suggest that the bile pools, either in the 
gastric remnant or in the efferent loop. We have some doubts, 
therefore, whether anastomosis of the gall-bladder to the 
efferent loop will really cure the condition. We agree, however, 
that distension of, or stasis in, the afferent loop does not 
appear to be a necessary accompaniment of bilious vomiting. 


Unfortunately, the clinical manifestations of this 
condition do not suggest an easy answer. Some patients 
vomit the bile after food and some before. In some cases 
it appears immediately after the gastrectomy and clears 
up within a year; in others it does not come on for two, 
three, or even ten years after operation, and can then be 
very severe. Some cases vomit bile every day, and 
others have attacks lasting two or three days, after which 
the condition will remit for a week or more. In many 
cases, lying down will clear the condition ; this fits in 
with the observation that the biligrafin-loaded bile which 
pools in the efferent loop will pass on when the supine 
position is adopted. T. J. Butler (personal communication 
1951) made the interesting observation that the condi- 
tion was twice as common in the right-to-left as in the 


1. Johnson, F. E., Boyden, E. A. Surgery, 1952, 32, 591. 
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left-to-right anastomosis. We have been unable to find 
figures of other observers on this point. 

To us it appears that the afferent loop in these cases 
is usually normal as shown by this technique; why the 
biliary fluid is held up in the gastric remnant or efferent 
loop in some cases, and not in others, remains an unsolved 
problem. 

W. M. CapPER 
G. R. Arta. 


Southmead Hospital, 

sristol, 

Srr,—We have read with great interest the article 
by Mr. Scott and Mr. Whiteside, for we, too, have 
investigated gall-bladder function after gastrectomy.! 
Nine patients were studied, before and after gastrectomy, 
by intravenous cholecystography and duodenal drainage. 

The following results were obtained : 

1. In four patients who had had Polya gastrectomy, 
gall-bladder function was normal. 

2. In three patients who had had total gastrectomy and 
cesophago-jejunostomy the gall-bladder was enlarged and 
insufficiently contracted after the test meal. 

3. In two patients who had had total gastrectomy and 
cesophago-duodenostomy or wsophago-jejunostomy, visualisa- 
tion of the gall-bladder was impossible despite repeated 
examination. 

Duodenal drainage revealed continuous bile-flow, and 
detection of the A, B, and C fractions of the bile was absolutely 
impossible in all this group of patients. 


It is our impression that all types of gastrectomy 
alter the function of the gall-bladder. In the Polya type 
gastrectomies, these changes are rather slight, but in 
total gastrectomy the functions of the gall-bladder are 
much altered. 

K. I. GURKAN 
IMRAN HaTIBOGLU 


Istanbul. Nasut OZGE. 


RETURN TO PLANNING 


Srr,—May I commend your leading articles on Psycho- 
therapy in General Practice (Dec. 29) and on Return to 
Planning (Jan. 5) and Dr. Hopkins’s highly relevant 
letter (Jan. 5)? 

Dr. Hopkins’s plea for some special fee for psycho- 
therapeutic sessions, such as is already provided for 
obstetrics under the National Health Service, might be 
extended to other lengthy procedures, thus encouraging 
general practitioners to lift some of the load off hospital 
staffs and add variety to their repertoire. 

The larger part of general practice consists in numerous 
small services—i.e., those requiring little time but not 
necessarily of little importance. The remainder consists 
in a small number of relatively lengthy procedures. Too 
many patients and a pure capitation-fee system tempt 
even the best doctors at times to unload the latter on to 
hospitals. To maintain that we are purely economically 
motivated is cynical nonsense, but surely there is no harm 
in making our financial arrangements encourage in the 
long run the general trend we want to produce. The 
capitation fee achieves this with respect to the ‘‘ numer- 
ous small services ’’ part of general practice, by encour- 
aging the doctor to give satisfactory long-term care to a 
family in order to retain them on his list, without the 
temptation to press needless services on them as a pure 
fee-for-service system may. My admittedly brief but 
enjoyable experience of general practice in Britain under 
the N.H.S. and in Canada under fee-for-service health 
insurance persuades me that some such combination of the 
capitation fee and fee-for-major-services would be the 
ideal: The Canadian system is superior in encouraging 
doctors to undertake major procedures, but is wasteful 
of time, money, and clerical work when applied to the 
many minor services. 

Saskatoon, 


Saskatchewan, Canada. A. G. RIcwarpDs. 


1. 14th Turkish National Medical Congress. Izmir, 1956. 
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MENIERE’S DISEASE 

Srr,—In your leader on this subject (Jan. 26) you say 
that Lewis and Harrison found that injection of the 
stellate ganglion was not a success in treating the attacks 
of giddiness present in this condition. Lewis and 
Harrison, however, do not claim to have injected a 
patient during an acute attack. 

In my experience, injection of the appropriate stellate 
ganglion is the treatment of choice for an acute attack. 
Having seen the effect of an immediate block in six 
patients, with dramatic improvement in their symptoms, 
I am convinced that this measure is of great value. 
If successful, it should be followed up by regular vaso. 
dilator drug therapy until the patient is fit enough for 
thorough investigation and decision as to the future 
means of treatment. : 

Immediate stellate block is also imperative in those 
not uncommon cases of sudden perceptive loss of hearing 
in one or both ears, usually in young healthy adults. 
Injection must be very early in these cases, or the 
cochlear damage becomes irreversible; if, however, 
one is fortunate in seeing the patient soon enough, 
quite remarkable rises in hearing-level can be obtained 
by this means. Sudden deafness, especially of perceptive 
type, should therefore be considered an emergency 
and treated accordingly. 


Omagh, 
co. Tyrone. 


T. J. Witmor. 


Srr,—Your valuable leading article includes the 
statement: ‘‘ psychological disturbances are common, 
and this is not surprising in patients who are ever 
expecting further attacks of disabling giddiness.”’ 

I entirely agree with this statement and should like 
to underline it. In my experience cases of Méniére’s 
disease are not infrequently referred to the psychiatrist 
in the first instance in the mistaken belief that the symp- 
toms are wholly psychogenic. This is especially likely to 
happen if the deafness and tinnitus are less severe than 
the vertigo. In these cases the patient’s principal com- 
plaint may be that he is frightened to go out alone in 
case he falls over, and this may be thought to be a phobic 
manifestation in an anxiety state. 

It is clear that to most people a severe attack of vertigo 
is a frightening thing and that the fear of subsequent 
attacks gives rise to a considerable sense of insecurity. 
It is, however, most important to be sure whether or not 
true vertigo is present, for the treatment of Méniére’s 
disease is quite different from that of agoraphobia. 


London, W.1. ANTHONY STORR. 


DANGEROUS CONTAMINANTS IN STORED 
BLOOD 


Str,—Dr. Discombe (Feb. 2) concludes Experientia 
docebit, yet he states: ‘‘ Dr. Marsh’s (Jan. 12) criteria for 
deciding whether death was due to bacterial contamina- 
tion are not valid.”’ Surely, experience should have 
taught him better! Even better—perhaps—if he had 
read what Dr. Marsh actually wrote. 

Deaths due solely to transfusion (Dr. Discombe writes) 
can be classified into: (a) hemolytic reactions due to 
serological incompatibility, stale blood, or blood damaged 
by heating or freezing; (b) bacterial contamination ; 
(c) cause unknown. So-called ‘‘ pyrogens’’ are not 
(usually) living bacteria, and often are the products: 
of bacterial autolysis. The acid-citrate anticoagulant 
mixture, which is placed in the collecting bottle before 
the entry of donor blood, may contain ‘‘ pyrogens”’ 
because the powders used to make up the anticoagulant 
mixture were accidentally exposed before the solutions 
were made up. Stored distilled water may also be suspect. 
After the solutions have been autoclaved, they may yet 
be infected by air drawn through a loose bung as the 
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bottle and solution are cooling. The process of auto- 
‘laving, although deadly for all phases of bacterial life, 
ioes not destroy ‘‘ pyrogens.’’ The transfusion reactions 
iue to ‘* pyrogens’’ are often of an allergic nature and 
can be abolished by the administration of anti-histamine 
drugs. Like Irving Babbitt, Dr. Diseombe may have 
struck down too much for discrimination, and ignored 
too much for judgment. 

Epping, Essex. FRANK MARSH. 


A NEW CLINICAL ENTITY? 


Srr,—The letter of Professor Nihoul and Dr. Quersin- 
Thiry in your last issue was of great interest to me. 
From some of the 100 cases in this hospital which I have 
recently surveyed? a virus akin to E.C.H.0.-9 has been 
isolated.2 Other cases of aseptic meningitis in the 
U.S.A., from which £.c.H.0.-6 virus was isolated, have 
recently been described.* 

One of the patients whom I studied developed aseptic 
meningitis five days after his return from holidays in the 
Netherlands. 


Leicester Isolation Hospital and 
— Cuava E. Rotem. 


UNMARRIED PARENTHOOD 


Srr,—Dr. Comfort (Jan. 26) makes a very good point, 
which, as he says, is wilfully ignored by responsible 
bodies from Parliament downwards. 

In my maternity unit, just over 100 illegitimate babies 
are born every year. Some years ago I questioned every 
unmarried mother as to whether contraception was 
practised. History of exposure-rate being notoriously 
inaccurate, I classified them on vaginal examination as 
habituated to coitus or not, and also made an arbitrary 
attempt to assess their intelligence. A sample of married 
women (including only 4 primigravide) admitting to 
unwanted pregnancies showed slightly better education. 
The results were as follows : 


No. of Intel- Habit- agama 


Marital ’ 
: . 4 uated to ~ Pes- Dia- Com- »; 
status women ligent Soltes Condom sary phragm bined Nil 
Unmarried 121 87 103 6 10 ée ay" 105 
Married 48 34 bi 2 13 2 4 27 


As far as I can ascertain, so-called sex education seems 
to be limited to the processes associated with pregnancy 
and delivery, while the equally natural but often socially 
less desirable processes leading up to conception are 
left in an idyllic cloud. 

Prevention is said to be better than cure, and certainly 
it is better than abandoning the victim to her fate. 


London, W.1. GILBERT DALLEy. 

Sir,—Dr. Comfort’s plea for dissemination of con- 
traceptive knowledge as a first step in preventing 
unwanted pregnancies deserves support. 

The social attitudes to the problem of unmarried 
motherhood vary widely from one individual to another, 
but the general community attitude is ostrich-like, 
because we fail to recognise that, in spite of moral 
teachings and social pressure, sexual union will occur, 
and because we fail to prevent the consequences of 
coition by active steps to teach the use, and to ease the 
supply, of contraceptive materials. Hence the miseries 
of unwanted pregnancies and children. 

As 20% of the first children born in 1953 were conceived 
out of wedlock (i.e., 8 months or less after marriage) the 
problem cannot be said to be small. Mr. Greenland also 
shows (Jan. 19) that among mothers aged 16—19 65-69% 


1. Rotem, C. E. In publication. 

2. Boissard, G. P. B., Stokes, L. J., Macrae, A. D., MacCallum, 
F. O. In publication. 

3. Karzon, O. T., Barron, A. L., Winkelstein, W. jun., Cohen, S. 
J. Amer. med, Ass. 1956, 162, 1298. 
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of first children are conceived out of wedlock. This 
would suggest that the logical place to teach the rudiments 
of contraception is in the schools. 


Fawley, Hampshire. A. Warp GARDNER. 


THE FUTURE OF NURSING 


Srr,—I cannot this time complain that the response 
to my letter (Jan. 5) has been disappointing! It may be 
that one could have wished for more discussion of the 
subject by doctors, but at least the subject is live 
—indeed lively. 

Your own leading article (Jan. 26) contains, as one 
would expect, a great deal of wisdom. Nevertheless, 
although your opening paragraph stresses the need for 
a resolution of the differences if hospitals are to continue 
giving of their best, one is a little frightened that some 
may regard your wisdom as in line with the paternal pat 
on the back which endeavours to reconcile a quarrelsome 
pair of children. My purpose in writing is to draw 
attention to what has been made abundantly plain by 
at least one of the letters—namely, that there are some 
members of the nursing profession who seem almost to 
have reached the ‘‘ point of no return” in regard to 
discussion of this subject with doctors. Such nurses see 
people like Dr. Ritchie Russell and myself as reactionary 
types who are standing in the way of a fuller development 
of the nursing service. Our sole purpose I am sure is to 
voice alarm at the danger of making still more elaborate 
arrangements for the higher training of nurses when the 
existing structure at the lower level is faulty. 

May I suggest that one of our dangers in discussing 
the subject is the present-day fashion for loose analogies 
and the formation of fine-sounding phrases which may 
mean little? For example, it is common to speak of 
the nurse’s place in the ‘‘ health team.’’ The word 
‘*team ’’ here is a little dangerous, for most teams are 
made up of persons of completely equal status. Now, 
although I am the first to agree with the importance of 
bringing the trained nurse fully into discussions—and 
indeed I welcome and often accept her suggestions—the 
fact needs to be emphasised that under few circumstances 
is the trained nurse in Great Britain permitted to make 
decisions of herself regarding the patient’s treatment. 
There are, of course, many areas in the world where the 
absence of a sufficiency of doctors means that highly 
trained and dedicated nurses accept a much greater 
measure of responsibility. But, although I would hope 
that Britain will still produce some of these, I do not 
consider that training should be focused primarily to 
that end. I suggest that the ‘“‘ team ’’ analogy has a nice 
‘** matey ’’ sound but may mean very little. 

I observe, too, from a leading article in the Nursing 
Times (Jan. 11) that the degree course in nursing ‘‘ would 
be one way of bringing into the profession those with 
trained minds and a broad outlook and making the 
nurse’s preparation more attractive to those who now 
find it intellectually unsatisfying.’”’ Does nursing sick 
people bring intellectual satisfaction ? I would doubt it 
very much. Surely such people should be advised to 
get out of nursing and adopt some other form of service. 
This and such a phrase as caring for ‘‘ the patient as a 
whole person ”’ are examples of high-falutin’ phraseology 
which make me feel that we have passed very far away 
from the.patient’s bedside. 

British nursing has always taken a very proper pride 
in its emphasis on bedside nursing. Some of us believe 
that before taking steps to build a superstructure for 
those who find bedside nursing intellectually unsatisfying 
there is a need to ensure that there is some thought 
expended upon the needs of hospital patients and sick 
people generally. In my own view this will involve an 
appreciation that the present emphasis on “ science ”’ 
should give way to a greater emphasis on “‘ nursing.”’ 
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I end this letter as I did my last. Is this not a 
subject which demands some kind of formal inquiry ? 
If another Lancet Commission is not the answer, is it 
inappropriate to suggest that the matter is important 
enough to require consideration at Ministry level ? 

Department of Infectious Diseases, 

University of Glasgow. 

Sir,—This correspondence has brought to light the 
great shortage of trained nurses in the hospital service, 
but no concrete suggestions have so far been made to 
remedy the position. 

Undoubtedly the initial trouble is economic. 


With an ageing population, many nurses today have family 
commitments which in the days when staff nurses earned 
£50-60 per annum were unheard of; many old people on 
small pensions now must have financial help from their 
children. 

Male nurses are much in the picture again, and obviously 
family obligations must be considered sensibly. A man 
cannot support a wife and family, at present living costs, on a 
staff nurse’s salary which at minimum is £425 per annum, 
taking seven years to reach a maximum of £530 per annum 
and from which deductions are made for National Insurance, 
superannuation, meals on duty, uniform, and laundry. 

Duty covering twenty-four hours a day and seven days a 
week must entail work at all hours, and, while undoubtedly 
all hospitals would if possible adopt straight shift duties, at 
present staffing levels this is seldom possible so hospitals have 
the eternal problem of split duties. With families to consider, 
staff are more and more reluctant to take night and weekend 
duties, and with no monetary incentive these periods become 
increasingly difficult to cover. 

With so many vacancies in hospitals, obvious from the 
many pages of advertisements in the nursing journals, staff 
nurses are seldom content to remain in that grade, and very 
quickly on completion of training take positions at higher 
salary levels. 

Today, postgraduate courses are multiplying rapidly, not 
only in specialist hospitals but in training-schools. At one 
time added certificates were useful in obtaining promotion 
and, to a limited extent, they still are; but no matter how 
many postgraduate certificates a nurse holds, except in a very 
few types of work theve is no extra salary on compietion of the 
course, or in subsequent employment. 


The next factor is the changing function of nursing. 


A leader in the Nursing Times of Jan. 11 states that there 
is a much wider definition than is given in the Nurses’ Act, 
which says: ‘“‘ a nurse means a nurse for the sick and nursing 
shall be construed accordingly.’’ I agree that nurses must 
share in membership of the health team, but it does seem 
that the hot-house nurturing of the healthy against something 
which may not happen has been grossly overdone, to the 
detriment of care of the sick ; and, because most preventive- 
health organisations can be conducted on Mondays to Fridays 
between 9 a.m. and 5 p.m., of course large numbers take such 
posts. In these days of well-guarded machinery is it really 
necessary to have such an exodus of trained nurses from the 
hospitals to the factories, and are these nurses really more 
competent in dealing with accidents than the well-trained 
first-aid team ? 

Then back to the question of nurse training. 

The large majority of men and women taking up this 
work enter their training with a clear-cut picture of nursing 
the sick, and in the past that ambition was fostered and 
encouraged, with the ultimate result of well-trained nurses 
prepared to do every duty in the care and comfort of their 
patients. Now it would seem that nurse training is educating 
the nurse beyond that level to an unhappy state wherein she 
is neither nurse nor doctor, and wherein, on completion of 
training, it is no longer her duty to do the intimate treatments 
like bathing, feeding, bed-panning, care of pressure-points, 
and making beds—all things which to a sick person mean 
far more than non-touch technique, and during which duties 
a nurse really gets to know her patient’s anxieties, fears, 
symptoms, and needs. These duties are now passed on to the 
assistant nurse or to the completely untrained nursing 
auxiliary. 

It is no wonder that many medical men are now saying 
that the assistant nurse should be made the nurse and 
the s.R.N. be called something else. 


THOMAS ANDERSON. 
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Of course there are far too few assistant nurses—the 
further dilution of the profession in 1955 has militated 
against recruitment. Can any sensible person really 
think it is worth while to take a secondary grade of nurse 
training, when the completely untrained can earn practi- 
cally the same salary and do much the same work ; 
and when on completion of training the assistant nurse 
is limited in what she can do except under supervision— 
the classic example being hypodermic injections—and 
cannot hope ever to gain promotion ? 

A new approach is needed—a basic training for nurses 
at a three-year minimum, the potential s.R.N. and 
S.E.A.N. not segregated from each other but working 
together with exactly the same practical training. Those 
who do not wish to do theoretical examinations should be 
examined in practical subjects only, entitling them to the 
hospital certificate of practical efficiency, which in turn 
should permit them to be entered on a register known 
possibly as the ‘‘ Qualified Nurses’ Register,’’ and those 
wishing to take the whole State examination still being 
classified as State-registered nurse. 

I would like to see some organisation like the British 
Nurses’ Association upholding a sane and balanced view 
of what nursing really means. This assdciation, formed 
in 1887, included liberal-minded leaders of the medical 
and nursing professions, and could be the agency whereby 
the nursing profession would once more get its feet firmly 
planted on the ground. 


G. G. GoopcaILD 
Matron. 


A RAPID BLOOD-SUGAR SCREENING METHOD 


Sir,—We were interested to read the letter by Dr. Kohn 
(Jan. 26). We have found that satisfactory results can be 
obtained with plasma or serum from capillary blood— 
about 0-5 ml. of blood can easily be collected from an ear 
or finger prick into a small tube, and after about 20 
minutes enough plasma or serum will separate to do the 
test by dipping the tape. 

A ‘ Tes-Tape’ reading of ‘‘0’’ always means a blood- 
sugar of less than about 60 mg. per 100 ml. It is usually 
possible to equate a tes-tape reading of ‘“‘ +” with a 
blood-sugar of 60-150 mg.; of ‘“‘ ++” with a blood- 
sugar of 150-250 mg.; of ‘“ +++ ”’ with a blood-sugar 
of 250-400 mg. leading to ‘‘ + +++” with a blood-sugar 
above 500 mg. Absolutely reliable readings were obtained 
at either end of the scale. 


We should like to thank Messrs. Eli Lilly for supplying 


* Tes-Tape.’ 
D. N. Baron 


Royal Free Hospital, London. CELIA M. OAKLEY. 


HEAD INJURIES 


Srr,—Mr. Alexander (Jan. 26) advises me to consult 
my neurosurgeon by telephone in difficult cases of head 
injury, and implies that in such cases a neurosurgeon at 
the end of a wire is wiser than I am by the side of my 
patient. I do so consult my neurosurgeon, and I willingly 
confess that the implication is correct. But should this 
be so? My neurosurgeon happens to be one who has 
thought deeply and given some advice on this problem.' 
I myself? have made an attempt to define conditions 
upon which transfer should be considered. But I am by 
no means satisfied with my own attempts, and I am 
sure my neurosurgeon will agree that there is still much 
to be done before we can be satisfied—even with his ! 

We have long observed the criterion Mr. Alexander 
advises for local admissions—that anyone with a history 
of unconsciousness, however transitory, should be 
admitted. Nevertheless on the one hand this does not 
gather in all the cases needing surgical care—as the 





1. Rowbotham, G. F. Acute Injuries of the Head. Edinburgh, 
3rd Ed.; p. 107 et seq. 

2. —- T. G. The Casualty Department. Edinburgh, 1955; 
p. 227. 
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inquest reports you quote illustrate only too well—and 
on the other hand it gathers in nearly three times as 
many as do need it. . This wastes their time as well as 
ours, and this is often forgotten. 

Finally, two or three days in a general surgical ward is, 
so far as I can see, no prophylactic against some of the 
worst sequele of head injuries—headaches, dizziness, 
inability to concentrate, depression, and all the other 
manifestations of the post-concussional syndrome. 

May I repeat, Sir, that we would welcome help ? 


Sunderland. T. G. LowpeEn. 


RAISED C.S.F.-SUGAR LEVELS 


Sir,—With reference to Dr. Brafield’s question last 
week, I have noted this occurrence about a dozen times 
in the past six years. Some of the cases have been 
of poliomyelitis, others of lymphocytic meningitis of 
undetermined etiology and others of encephalitis. The 
sugar levels have mostly been about 140 mg. per 100 ml., 
but I can remember two in which it was 180 mg. per 100 
ml. In all these the blood-sugar was normal. This 
finding is described by Purves-Stewart } as occurring in 
epidemic encephalitis. (Incidentally he does state that 
it forms a diagnostic point in contrast with poliomyelitis, 
which in the light of Dr. Brafield’s and my experiences is 
incorrect.) The older neurologists did not, however, 
have the facilities for virus examinations that we have 
today. Dementia precox and cerebellar abscess are also 
cited as causes. 

The mechanism is, I believe, irritation of the medullary 
sympathetic centre. 

It is also stated that diabetes mellitus is not likely to 
be confused with encephalitis. That this is untrue is 
illustrated by the tragic case of an 8-year-old boy 
admitted to a fever hospital with vomiting, drowsiness, 
and abdominal pain. Acute gastritis or encephalitis were 
suspected. The C.s.F.-sugar was 800 mg. per 100 ml. 
shortly before death. The blood-sugar could not be 
estimated, but I think there is no doubt that he was in 
diabetic coma. 

Western Googe Hospital, J. G. ALEXANDER. 


NEONATAL COLD INJURY 


Srr,—Last week’s paper by Dr. Mann and Dr. Elliott 
is of great importance to all those concerned with the 
care of infants. It may be of interest to recount briefly 
our experience in Bristol, as it differs in some respects 
from that of Dr. Mann. 

We have records of 13 instances of cold injury with 
3 deaths from 1953 to 1956. An analysis of these cases 
shows : 

Sex-distribution : males, 12; females, 1. Delivery: home, 
11; hospital, 2 (symptoms developing several days after 
discharge). Age on admission: less than 24 hours, 1; 1-7 
days, 7; 8-21 days, 5. Lowest temperature: 82-85°F, 3 ; 
86-90°F, 4; very cold but temperature unrecorded, 6. 
Pre-existing conditions : cerebral birth injury, 2 ; immaturity, 
5; infection, 4; blue asphyxia at birth with development of 
symptoms within 24 hours, 1; ? hiatus hernia, 1. 


The clinical features of the disease followed the descrip- 
tion of Dr. Mann and Dr. Elliott, and we agree entirely 
with their views on management. We noted especially 
that rhinorrhea and nasal obstruction togeth:, with 
adventitious sounds in the chest often develope after 
rewarming and did not necessarily indicate infection. 
Apneic attacks and convulsions also tended to occur 
after rewarming. 

The male preponderance in our series is intriguing, and 
it would be of interest to know if this is general. We have 
not seen cold injury occur in a healthy, full-term infant, 
and in this we are at variance with Dr. Mann and Dr. 





1. Purves-Stewart, J. The Dinguesis of Nervous Diseases. London, 
1945; p. 730 
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Elliott. Of our 3 fatal cases, 2 had post-mortem evidence 
of cerebral birth-injury, 1 with a tentorial tear, the other 
with generalised cerebral oedema, pulmonary hemor- 
rhage, and patchy atelectasis, following a prolonged 
labour and forceps delivery. The 3rd infant showed 
immaturity and necropsy evidence of generalised asphyx- 
ial hemorrhages, with pulmonary hyaline membrane and 
resorption atelectasis. 

Of the non-fatal cases, on admission 4 had infections 
which we feel preceded the hypothermia. 3 infants had 
purulent rhinitis, in 2 cases due to a penicillin-sensitive, 
coagulase-positive Staphylococcus aureus, and 1 due to 
pneumococcal infection. The 3rd had bilateral purulent 
conjunctivitis, purulent rhinitis, umbilical sepsis, and 
consolidation of the right middle lobe. 

In addition to the preventive measures suggested by 
Dr. Mann and Dr. Elliott, we would like to stress the 
greatly increased importance of adequate warmth in 
those infants whose natural vitality is lowered by any 
degree of immaturity, trauma, or infection. 


Tuomas E. Oprt 


Department of Child Healt! - 1 
o- wc Meme —— KENNETH SIMPSON. 


University of Bristol. 


TREATMENT OF SORE THROAT 


Sir,—What has become Fry versus Wheatley in the 
treatment of sore throats (Jan. 19 and 26) resolves, for those 
of us who can neither rise to the challenge of a nomogram 
nor sacrifice our patients’ bottoms to our high principles, 
into the search for a happy medium. Something between 
Dr, Wheatley’s intractable prophylactic enthusiasm and 
Dr. Fry’s fashionable eschewal of oral penicillin is the 
goal for the likes of us. 

Just to judge each case, giving the benefit of the doubt 
in favour of antibiotics, unbedevilled by rigid theories or 
authoritarian attitudes, is lovely for patient and doctor. 
In any case there are perhaps at least three sorts of 
tonsillitis which do different things : 


1. With big red shiny tonsils with or without pyrexia. This 
sort hangs about in children and worries the mother condi- 
tioned by welfare clinics. It subsides in about 24 hours with 
penicillin, usually orally but sometimes intramuscularly. This 
type in adults does just as well on aspirin gargle. 

2. With big red dull tonsils exuding pus. This does well 
with penicillin, oral in children, intramuscular in adults. 

3. With small very angry-looking red tonsils, and a wide- 
spread, rather granular, intensely red pharyngitis, very 
painful, only seen in adults. Penicillin does not seem to touch 
it. When it does not settle on simple measures, it needs four 
days of tetracycline. 


Some of the fun of general practice is in using one’s 
own quirks, based on one’s own unsystematic, constantly 
changing, cumulative impressions (is that what’s called 
experience ?), not in obeying others’ theoretical or moral 
mandates. 

And, whilst, unprotesting, we eat pigs fed on penicillin, 
and include penicillin in poliomyelitis vaccine, where is 
the logic in railing against the possibility of its inducing 
resistant strains in inadequate doses ? 


London, S.W.7. BENJAMIN LEE. 


Str,—Like Dr. Brumfitt and Dr. Slater (Jan. 5) subse- 
quent correspondents sensibly discourage the indiscrimin- 
ate use of antibiotics. But the danger of uncontrolled 
infection by hemolytic streptococci of group A (especially 
of type 12) and by diphtheria bacilli, though much 
diminished in this country, is real; and such other 
infections as thrush and Vincent’s angina are best 
curtailed by specific treatment. 

‘** Sore throat” is not a diagnosis and, for that reason, 
in all severe cases the throat should be swabbed before 
treatment. This preliminary swabbing should be regarded 
as a rule where there is visible exudate, adenitis, or fever 
of 100°F or more. The laboratory report will often, 
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though not always, provide useful information, and allow 
the initial therapy of the case to be pursued or modified 
for clear reasons. 


London, N.W.11. Matr THOMAS. 


Parliament 


QUESTION TIME 
Group Practices 

Dr. BARNETT Stross asked the Minister of Health how many 
group practices now existed ; whether he was satisfied that 
sufficient loan capital was still available for them ; and what 
amount of increase over the annual sum of £100,000 was 
contemplated.—Mr. DeEnnis VosPerR replied: The total 
number is not known, but loans to about 100 such practices 
have been approved in England and Wales and the money 
involved is about £450,000; the fund is now increasing by 
over £100,000 a year and I think this should be sufficient. 


Health Centres 


Mr. W. J. Proctor asked the Minister what areas were now 
provided with a health centre under the National Health 
Service ; and what proposals he had for extending the health- 
centres provisions of the National Health Service Act.—Mr. 
J. K. Vau@Han-MorGan, parliamentary secretary to the 
Ministry of Health, replied: The following centres have 
been provided : 

Berkshire County Council: Faringdon Health Centre. 

Bristol] County Borough: William Budd Health Centre. 

London County Council: Woodberry Down Health Centre. 

Nottingham County Borough: John Ryle Health Centre. 

Essex County Council: Harold Hill. 

Gloucestershire County Council: Hesters Way Estate. 

Sunderland County Borough: Alderman Jack Cohen Health 

Centre. 
In addition, premises were taken over in July, 1948, by 6 
local authorities so that general medical or dental services 
could be continued there. Current restrictions on capital 
expenditure rule out further provision for the time being. 

Dr. Stross asked the Minister how many local authorities 
had applied during 1956 for permission to build health 
centres ; the average estimated cost; and how many medical- 
practitioner suites were to be made available.—Mr. VAUGHAN 
Morean replied: 4 authorities applied for approval for 
schemes where building was ready to start. The average 
estimated building cost was £25,000 and a total of 15 medical- 
practitioner suites was included. In the case of 4 other 
authorities, approval in principle was sought or consideration 
of proposals was continued during the year. Dr. Srross: 
Would the Minister agree that it is important to press forward 
with all types of health centres so that we may find out which 
are best ? Will he accept that £25,000 seems a much more 
reasonable figure than the fantastic sum spent on Woodberry 
Down, which I hope we shall never see repeated ?—Mr. 
VauGcuan-Moroan : I am sure that the Minister would be in 
agreement with the imputation in the last part of the question. 
We should do well to remember the approach of the Guillebaud 
Committee in this matter. It was in favour of pursuing an 
experimental approach towards development. 





Cancer Research 

Mr. R. R. Harris asked the Minister, as representing the 
Lord President of the Council, what information his depart- 
ment now had on the connection between diesel-engine fumes 
and the increase in cancer.—Mr. Vosrer: The investigations 
being made under the auspices of the Medical Research Council 
into the nature and effects of the exhaust products of diesel 
engines have provided no evidence to support the suggestion 
that these fumes are a cause of cancer. 

Mr. G. D. N. Nasarro: Is it not a fact that diesel-oil 
fumes in congested urban areas are 4 direct contributory 
factor to smog? As smog has detrimental effects upon 
everybody’s lungs, is it not reasonable to suppose that diesel- 
oil fumes have an important bearing upon the incidence of 
lung cancer ?—Mr. Vosper: I dare say that that is so. 
Investigations are continuing. But the direct association 
between diesel fumes and cancer has not been proved. 

Mr. Marcus Lrpron asked the Minister how much was 
being spent from public funds on research into the connection 
between smoking and lung cancer.—Mr. Vosper: In the 
current financial year the Medical Research Council is spending 
about £29,000 on research on this subject. Most of this sum 
comes from the lung cancer research fund put at the disposal 


of the council by a group of British tobacco manufacturers. 
Mr. Lipton : Is it not quite deplorable that the Government 
are making no contribution at all towards research in this 
matter? Is the fact that the Government are making no 
contribution to be explained by the policy announced by the 
Chancellor of the Exchequer recently that the Treasury does 
not want too many people to stop smoking ? Is that not an 
immoral and infamous attitude ?—Mr. Vosprer: It is not, 
of course, true that the Government are making no contribu- 
tion. They are making some contribution towards this parti- 
cular piece of research, and the Medical Research Council this 
year spent £327,000 from public funds on cancer research as a 
whole ; but the mere expenditure of money will not necessarily 
provide the answer to this problem. Mr. Lipron: In view of 
the proved connection between smoking and lung cancer, has 
the Minister any comment to make on what apparently is 
the policy of the Treasury, that the Treasury does not want too 
many people to stop smoking ’—Mr. Vosrer: I am anxious 
to find the solution to this problem, and I would not be 
influenced by any views of the hon. Member. 


A Pep Drug 

Mr. Maurice EpELMAN asked the Minister whether he had 
studied the claims contained in the advertisement of a propri- 
etary drug, particulars of which had been sent to him ; what was 
its composition ; whether it was to be included in Prescriber’s 
Notes; what equivalent preparation of a non-proprietary 
nature was already included in Prescriber’s Notes ; and at what 
cost.—Mr. VosPeER: 50 miliigrammes of caffeine per tablet. 
The preparation has been ncvted for inclusion in the list of 
preparations advertised to the public which doctors have been 
asked not to prescribe. A standard drug of similar therapeutic 
effect is included in the British Pharmaceutical Codex, retail 
price 11}d. for 25 tablets, and I am advised that its clinical 
use is small and diminishing. Mr. Epe~tMan: Is the Minister 
aware that this so-called pep-up drug is retailing at 2s. 6d. per 
phial ? Is it not undesirable that this drug should be available 
indiscriminately, even to children, without prescription ? Are 
there not certain social—quite apart from physical—dangers 
arising from the promiscuous use of this drug ?—Mr. VosPeEr : 
I understand that the drug is not harmful and that in fact the 
the effect of one tablet is about equivalent to that of a cup of 
tea or coffee. I agree that on social grounds it is undesirable, 
and for that reason it has been included in the list of drugs 
which should not be prescribed. 


Jobs for Tuberculous People 

Mrs. SLATER asked the Minister of Labour what advice or 
help was given to encourage employment of people suffer- 
ing from tuberculosis—Mr. Ropert Carr, parliamentary 
secretary to the Ministry of Labour and National Service, 
replied : My officers do all they can, in coéperation with chest 
physicians, to help the tuberculous to obtain employment. 
For this purpose, all the services provided under the Disabled 
Persons (Employment) Act, including industrial rehabilitation 
and training, are available to the tuberculous as they are to 
other disabled people. Special facilities for training and 
employment under sheltered conditions are provided by 
Remploy, and by some voluntary bodies and local authorities. 

Mr. WitFRED Paine: Is the Minister aware that Govern- 
ment departments do not make matters too easy for people 
who have had tuberculosis? Is he aware that, if a man 
applies for any unestablished post in a department, he has to 
state specifically whether he has ever suffered from tuberculosis 
or not, and that, when most applicants read that, they are 
likely to jump to the conclusion that their case has been 
damned even before it is considered ?—Mr. Carr: I do not 
think the right hon. Gentleman’s conclusion is necessarily 
justified. It probably is right that employers should get this 
information. We must, of course, while providing oppor- 
tunities for the tuberculous, protect the health of other 
people as well. 

Industrial Health Services 

Mr. F. T. Writry asked the Minister of Labour when he 
expected to be able to make a statement on industrial health 
services and organisation as envisaged in the report on the 
Staffing and Organisation of the Factory Inspectorate.— 
Mr. Iary Macteop replied: I am not able to say when I shall 
be in a position to make such a statement. I think that it is 
more important that we get the right answer than that we 
come to a conclusion quickly. In particular, I am sure that we 
want the result of the important survey going on in Stoke-on- 
Trent into the pottery industry, which will not be available 
until the end of the year. 
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Mr. WituEy asked the Minister the present strength and 
grades of the medical inspectorate of his department, and to 
what extent he was proposing to increase the numbers in any 
grade during 1957.—-Mr. Macieop replied: There are at 
present on the strength of the medical inspectorate 1 senior 
medical inspector, 3 deputy senior medical inspectors, and 11 
medical inspectors. I hope to increase the strength by 3 
medical inspectors during 1957, to fill existing vacancies. 
Mr. Wittey: While I appreciate that the increase this year 
is encouraging, would not the Minister recognise that this 
service appears to be inadequate, and that that is another 
reason for our hoping to get a reply earlier than he has indi- 
cated in his reply to a previous question ?—Mr. MAcLeop : 
This and the previous question are closely linked. The reason 
why, in part at any rate, no suggestions have been made for 
increases in the cadre is that it was thought that those changes 
should await the decisions on policy to which I referred in 
my earlier answer. 

Mr. A. M. SkerrineTon asked the Minister when it was 
proposed to announce the successor to the senior medical 
inspector of his department who was to retire this year. 
—-Mr. Mactrop: The senicr medica] inspector of factories 
will retire at the end of August next. I hope to be able to 
announce his successor well before August. Mr. SKEFFINGTON : 
Does the Minister realise that many people on both sides of 
industry regard the work of this inspectorate as of great 
importance, and want to see it extended, as the Minister has 
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indicated in reply to an earlier question. Therefore, in building 
up an effective department, the name of the gentleman who 
is to be in charge should be known soon. Mr. Mac eop : 
I recognise that, and I attach the greatest importance to the 
medical inspectorate. 


Number of Mental Defectives 


The number of mental defectives detained in hospitals and 
colonies in England and Wales has risen from 4411 in 1916 to 
60,457 in 1955. The figure for 1955 includes 6336 patients 
out on licence from these institutions. 


Use of Trilene 
The use of ‘ Trilene’ by domiciliary midwives is on the 
increase. At the end of 1955 about 256 trilene sets were in 
use in England and Wales, while the number at the end of 
1956 had risen to about 900. 


Hospital Waiting-lists 


The number of patients awaiting admission in England and 
Wales on Dec. 31, 1955, was 454,878. This is a reduction of 
some 20,000 since the end of 1954 and of 71,000 since the end 
of 1953. 

Cost of Prescriptions 


The average cost per prescription dispensed in November. 
1956, was 5s. ld. compared with 4s. 5-8l1d. in November, 1955. 





Obituary 


CHARLES LEONARD GIMBLETT 
M.D. Camb., M.R.C.P., F.R.CS. 


Mr. Gimblett, late senior surgeon to the Westminster 
branch of Moorfields, Westminster, and Central Eye 
Hospital, London, died on Jan. 21 at the age of 66. 

The son of Robert Wheddon Gimblett, he was educated 
at Clifton College and at Gonville and Caius College, 
Cambridge, and received his clinical training at St. 
Thomas’s Hospital. After qualifying, in 1914, he held 
several house-appointments there, including that of 
house-surgeon in the ophthalmic department where he 
came under the influence of Fisher and Hudson. During 
the 1914-18 war he served as surgeon lieutenant in the 
Royal Navy. In 1919 he took the M.R.c.P. and in 1922 
the F.R.c.s. Early in his career he decided to specialise 
in ophthalmology, and he prepared himself with charac- 
teristic thoroughness. 

He was elected to the honorary staffs of the Royal 
Westminster Ophthalmic Hospital and the Royal 
Northern Hospital in 1923. During the late war he was 
ophthalmic surgeon to the Haymeads E.M.S. Hospital, 
Bishop’s Stortford. In 1947 he became senior surgeon 
at the Royal Westminster Ophthalmic Hospital, shortly 
before it amalgamated with Moorfields and the Central 
London Ophthalmic Hospitals, and he retired last August. 

He was fond of children and for many years was 
consultant to the Lord Mayor Treloar Orthopedic 
Hospital ; and he was chairman of the medical advisory 
committee till his death. His interest in the problems 
of squint had been stimulated by the teaching of Claud 
Worth, and Gimblett was instrumental in forming the 
orthoptic department at the Royal Westminster Ophthal- 
mic Hospital, of which he was given charge. He was 
largely responsible for developing the training-school and 
getting recognition for orthoptists as medical auxiliaries. 
He was the first chairman of the British Orthoptic Board. 


P. McG. M. writes: 


Gimblett was essentially a clinical ophthalmologist of the 
highest order. His early training in general medicine and 
surgery was of immense value to him. He was indefatigable 
in his work, never sparing himself, and in spite of two severe 
illnesses he continued his hospital work for some time after 
he had reached retiring age. In private life he was interested 
in medieval art and on holiday he enjoyed sailing and swim- 
ming. He was beloved by his patients because of his tact and 
patience and by his colleagues because of his loyalty and 
friendship. 


He married in 1935 Andreen, daughter of Duncan 
McNicol. She survives him with two sons. 


HORACE MINTON SHELLEY 
M.R.C.P., F.R.F.P.S., D.T.M. & H. 


Dr. H. M. Shelley was director of medical and health 
services in Cyprus during the later stages of the campaign 
which rid the island of the malaria mosquito. After he 
retired in 1952 he made his home there, and he died on 
Jan. 26 at the age of 56 while on a voyage to Greece. 

He qualified from the University of Sheffield in 1923 
and joined the Colonial Medical Service the following 
year. From 1924 to 1939 he served in Nyasaland, at 
first as a medical officer. In 1927 he took the D.T.M. & H. 
and in 1934 he was elected F.R.F.P.S. The same year he 
was appointed government pathologist. He took the 
M.R.C.P. in 1938, and in 1939 he transferred to Tanganyika 
as senior medical officer. In 1947 he became D.M.s. in 
Cyprus, and he held this post until his retirement. 

W. M. A., who visited Cyprus while Shelley was 
D.M.S., writes : 

I carried away with me the impression of a deeply devoted 
doctor dedicated to the concept of the best possible medical 
service. He strove consistently for the integration of all 
communities in Cyprus. His ideal was a service in which 
all worked together, not as Englishman, Greek, or Turk, but 
as Cypriots. It was characteristic of his devotion to this 
cause that he settled in Cyprus after retirement. It must 
have been an especially deep sorrow to him to see how deeply 
divided have become the peoples he longed to see live and 
work in amity. The hospitality he and Mrs. Shelley gave to 
all visitors was deeply appreciated. 


Of his work for the Colonial Medical Service E. D. P. 
writes : 

Dr. Shelley’s devotion to duty, enthusiasm, warm humanity, 
and consideration for others were qualities which endeared 
him to many. He always retained his interest in clinical 
medicine and after retirement became consulting physician 
to the Limassol government hospital in Cyprus. His name 
will long be remembered with gratitude in the countries 
where he served so devotedly and faithfully. 


JOHN HOWARD SIMMONS 
M.D. Lond., M.R.C.P. 


Dr. J. H. Simmons, consulting physician to the 
Lewisham group of hospitals, died on Jan. 17, at the 
age of 54. 

He qualified from King’s College Hospital in 1925, and 
after holding house-appointments there he spent some 
time in general practice. In 1930 he took the M.R.c.P. 
and the following year the M.D., and soon afterwards he 
joined the London County Council’s hospital service as a 
junior medical officer. Before he was appointed as 
physician specialist to Lewisham Hospital in 1944 he 
had held the post of deputy medical superintendent at 
Mile End Hospital and at St. Charles’ Hospital. 
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Under the National Health Service he became con- 
sultant physician, and he served Lewisham Hospital and 
St. John’s Hospital as senior physician. He was always 
interested in hospital administration ; he was chairman 
of the Lewisham Hospital staff committee for a time, and 
later for three years he served as chairman of the group 
medical advisory committee. His tactful handling of 
many difficult problems proved a valuable asset in the 
early stages of the development of the Lewisham hospitals 
as a group. 

After the retirement of the former medical super- 
intendent in 1951, Dr. Simmons undertook the medical 
administrative duties of the hospital—with the title of 
executive medical officer—but he still gave the greater 
part of his time to his clinical work. 

A colleague writes : 

Dr. Simmons’s opinion was respected and widely sought, 
and his kindly nature and good advice brought him many 
friends. Much of his time was given to the welfare and 
medical care of the nursing staff, who held him in great 
affection. He was fond of his garden to which he gave many 
of his leisure hours. He shared his happy family life freely 
with a large circle of friends, and at Christmas it was the 
custom for him and his wife to entertain Dominion students. 


Dr. Simmons leaves a widow and daughter. 


ALFRED CHAD TURNER WOODWARD 
Kt., M.B. Edin., F.R.C.S. 


Sir Chad Woodward, who died in Birmingham on 
Feb. 2, at the age of 76, was educated at Radley and at 
Edinburgh University, where he graduated M.B. in 1904. 
Returning to the West Midlands he served as resident 
surgeon in the general hospital, Birmingham, taking his 
F.R.C.S. in 1911. For a time he practised in London, 
but in 1914 he joined the R.A.M.C. in which he continued 
to serve as an active surgeon until 1919. He succeeded 
his elder brother, who had been killed in the war, as 
heir of the Arley Castle estates in Worcestershire—an 
obligation which necessitated his retirement from medi- 
cine. Instead he became an authority on forestry, and, 
like his father before him, was mindful of the public 
responsibilities of a land-owner. 

In 1926 he was elected to the Worcestershire County 
Council. He served for many years as chairman of the 
education committee, vice-chairman of the council, and 
chairman of the standing joint committee. From 1939 
to 1943 he served on the Radium Commission. In 1942 
he was elected chairman of the county council and held 
office until 1955. He was a governor of the London 
School of Hygiene and Tropical Medicine and of 
Birmingham University. He was knighted in 1944. 

A colleague writes : 

Woodward, who was tall and handsome in appearance but 
somewhat quiet in manner and reserved, was an able adminis- 
trator and a gifted chairman—sympathetic but impartial, firm 
yet courteous, and always with that redeeming light touch at 
the right moment. He was a well-read man knowledgeable 
in many fields, yet he always retained an interest in medicine 
and enjoyed “ talking shop’ with a member of his former 
profession. 


He married in 1934 Martha Grace, daughter of Canon 
Rowland Wilson. She survives him with three daughters. 


Appointments 


Lyons, JOSEPH, M.B. Leeds, D.P.H. M.O.H. and divisional M.o., 
Morley, Horbury, Ossett, W ake field, and West Riding of 
Yorkshire. 

Megara, R. H., M.B.Camb., M.R.c.P.: consultant dermatologist, 
St. John’s Hospital for Diseases of the Skin, London. 

SHENNAN, E. T., M.B. Aberd., D.P.H.: M.O.H., Evesham and district. 

STRICKLAND, BASIL, M.B. Lond., M.R.C.P., F.F.R., D.M.R.T., D.M.R.D., 
D.C.H.: assistant radiologist, Westminster Hospital, London. 

Swann, G. F., M.B. Lond., M.R.C.P., D.M.R.D.: assistant radiologist, 
Westminster Hospital, London. 

Vickers, H. R., V.R.D., M.B. Sheff., .C.P.: part-time consultant 
dermatologist, United Oxfora. 5 ee and the Oxford 
Regional Hospital Board. 

WALKER, P. J. C., M.B. Birm.: school M.o., South Staffordshire area. 

East Anglian ee —— Board : 

BeRGIN, J. T. N.U.1.: senior registrar in mental deficiency 
and child ipsvehiates, Little Plumstead group of hospitals. 
BUTCHER, A. F., M.B. Camb.: registrar in obstetrics and 

gynec . a, “east Suffolk and Ipswich area hospita 

Das, N. B., M.B. Calcutta, T.D.D.: medical registrar, Papworth 
Hospital. 

GuHosHaL, J., M.B. Calcutta: 
mental hospitals. 


registrar in psychiatry, Suffolk 


APPOINTMENTS—-NOTES AND NEWS 
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Notes and News 


THE PORCUPINE MAN 


In a lecture at University College, London, on Jan. 31, 
Prof. L. 8S. Penrose, F.r.s., told the story of Edward 
Lambert, the porcupine man, and his progeny. 

In the transactions of the Royal Society for 1731, he was 
described by John Machin as “ an uncommon case of dis- 
tempered skin.’’ Born in Suffolk in 1716, he appeared normal 
at birth ; but, when he was 6 weeks old his skin, except for 
the palms, became like the bark of a tree, with many spines 
like those of a hedgehog. His parents and siblings were 
unaffected, and Machin noted that the mother had not been 
frightened while carrying him 

After she died, his father took him to London to be exhibited 
as a freak. His appearance cannot have been utterly repulsive 
(he was described as well-proportioned, with a florid com- 
plexion), for in 1744 he married, and begot a son who was 
similarly affected and who was presented to the public ‘* with 
other strange animals.’’ Two grandsons (John and Richard) 
were also affected and toured Continental cities, where they 
were examined by many eminent scientists and physicians, 
including Tilesius and Alibert. They were said to be intelligent 
and expert linguists, though their veracity, it seems, could hot 
be entirely relied on. John had a son, and’ apparently the 
anomaly died with him. 

It is now thought that these men had familial ichthyosis 
histrix, a rare condition which has been seen on both sides 
of the Atlantic. Some of the patients have been women; 2 
brothers described recently in the United States were similarly 
affected, and their mother and other relatives had the condition 
less severely. 

The genetic interest of the porcupine men lies in the fact 
that records in the literature seemed to show that all the 
direct male descendants, and none of the females, were 
affected. It was thought that the disease was a Y-borne trait, 
and the putative family tree has appeared often in the 
literature. 

But Professor Penrose, and his colleague, Prof. C. Stern 
of California, were more critical. By examining the parish 
registers in several Suffolk churches, Penrose disproved some of 
the imaginative stories of John and Richard (for example, 
that their grandfather was a scaly American savage brought 
by sailors from the Davis Strait, and that they had no brothers 
but seven unaffected sisters). The results of their researches 
have allowed them to draw a revised pedigree, which shows 
affected females and unaffected males, and the ichthyosis is 
now thought to be an autosomal dominant trait. They 
conclude that there is no reliable evidence at present for 
inheritance by Y-borne genes in man. 


MIDWIFERY AND DAY-NURSERY COSTS 


In his latest report on the civil appropriation accounts,' 
Sir Frank Tribe, the auditor-general, remarks that the Local 
Health Statistics for 1954-55 showed that average midwifery 
costs were £13 3s. per maternity case for county boroughs and 
£16 14s. for counties, but the ranges of costs were from £7 7s. 
to £25 6s. and from £11 to £58 14s. respectively. Likewise, the 
average cost per child in daily attendance at day nurseries was 
£161 2s. per annum for county boroughs and £169 2s. for 
counties, but the ranges of costs were from £86 lls. to £424 14s. 
and from £67 16s. to £214 14s. per annum respectively. 


CANCER AND PEOPLE 


Tuat a carefully planned and conducted educational cam- 
paign on the early detection of cancer does not flood doctors’ 
surgeries with hypochrondriacs was shown by Mr. John 
Wakefield, secretary of the Manchester Committee on Cancer, 
at a conference organised by the Central Council of Health 
Education on Jan. 24. The three other speakers were Mr. R. W. 
Raven and Dr. John Burton, who reviewed the position of 
cancer and the problems it presented, and Mr. Mackenzie, 
editor of the Sunday Graphic, who described the results of 
running a series of articles on cancer, the responses of readers, 
its popularity, and the correspondence evoked. 

Mr. Wakefield told of the programme of instruction intro- 
duced into a number of areas, so limited and defined that their 
experience could be compared with that of their neighbours. 
Large audiences were avoided, in order to encourage informal 
discussion between the speaker a and the group ; description 





1. Civil Appropriation Accounts (Classes I-V) 1955-56. H.M. 
Stationery Office. Pp. 323. 13s. 6d. 
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was confined to carcinoma of easily accessible sites ; speakers 
were usually not doctors; and all ‘ fear tactics ’’ were carefully 
eschewed. A preliminary inquiry of the doctors in the area 
had revealed that since the talks were given they had seen no 
patients with phobias about cancer nor had they been asked to 
carry out appreciably more unnecessary examinations. 

A full analysis of the results after another year should be 
most revealing, for health education is notoriously difficult to 
evaluate. Perhaps this experiment may be as successful as 
the same committee’s work on mule-spinners’ cancer thirty 
years ago. 


University of Cambridge 

On Jan. 26 the following degrees were conferred : 

M.D.—4J. B. Lyon, N. B. Malleson. 

Re B., B.Chir.—F. K. Amarquaye, P. G. C. Beney, Charles Cohen, 

John Dowling, S. J. M. Fernando, F. B. Grossmark, D. B. Hill, 
E Ww. paoee. Guy Screech, P. H. W. Sheard, M. .. J. Valentine. 

M. H. Gooch, D. H. Hull, W. E. Ince, A. Irving, H. M. 
Melville, - E. H. Mence, Patsy J. ieauaten, R. J. Rushton, 
Gillian A. Watson, Marguerite A. M. von Bergen. 


University of Leeds 

The total cost of the research laboratories for medical 
physics and urology to be built on a site at the General 
Infirmary at Leeds is estimated at about £120,000. A gift of 
£60,000 from the Wellcome Trustees was announced last week, 
and it is expected that substantial contributions will be made 
by the United Leeds Hospitals Board and the university to 
meet additional costs of the building and its equipment. 


University of Glasgow 

On Jan. 7 the degree of m.p. was conferred in absentia on 
the following: D. I. Buchanan, M. B. Divertie, C. M. Wylie 
(commendation) ; J. M. Smith. 


Royal College of Physicians of London 

At a comitia of the college held on Jan. 31, with Sir Russell 
Brain, the president, in the chair, Dr. G. E. 8. Ward was 
reappointed external examiner in medicine for the Faculty of 
Radiologists; Dr. E. R. Boland, Dr. J. B. Harman, and 
Dr. T. C. Hunt were reappointed college representatives on 
the Central Medical Recruitment Committee. 

The following, having satisfied the censors’ 
elected to the membership : 

Saifuddin Ahmed, M.B. Punjab, G. L. Asherson, B.M. Oxfd, 
N. H. Ashton, L.R.c.P., A. I. Cheyne, M.D. Aberd., Etain A. Cronin, 
M.B. Lond., W. J. Fessel, M.B. Lond., R. F. Fletcher, M.B. Birm., 
Gilmour Harris, M.B. Glasg., Marion Hildick-Smith, M.B. Camb., 
I. A. Horton, M.B. Lond., J. W. Howie, M.p. Aberd., N. L. Jones, 
M.B. Lond., Harry Keen, M.B. Lond., Louis Kreel, M.B. Witw’srand, 
Lesley P. Leader, M.B. Lond., J. T. Leeming, M.B. Manc., M. H. Lees, 

B. Lond., Ramchandra Dattatraya Lele, M.B. Osmania, A. H. E. 
Marshall, L.R.c.P., P. R. Montgomery, M.B. Lond., J. A. Parrish, 
m.B. Lond., Kurt Schwarz, M.B. Witw’srand., E. D. dover: M.B. Edin., 
T. P. Telfer, M.B. Melb., A. G. Wallace, M.B. Camb., J. C. Willan, 
M.B. Camb., Leopold Wollner, M.B. Lond. 

Licences to practise were conferred on the following, who 
have passed the final examination of the Conjoint Board : 

K. A. Anderson, E. L. R. Andrews, Meka Venkata Rama Appa Rao, 


board, were 


J. B. G. Arthur, Paul Atkins, S. E. Augustt-Moffatt, A. G. Barrow, 
EK. E. Bassey, G. P. E. Beaney, P. G. Benson, G. T. Birchall, A. J. 
Blakeman, J. J. B. Brand, T. J. Carter, J. V. F. Catto, A. M. A. 


Clark, Clive Cook, E. J. Coomey, Mary Corbett, Barbara C. Dean, 
I. E. Doney, J. I. Edwards, M. W. Everitt, Keith Finney, A. F. 
Fleming, M. E. Gloster, W. I. M. Goodrick, C. J. Goodwill, Zvonimir 
Grahovac, B. J. G. Greenhill, Jean A. Hager, D. W. Hall, T. L. R. 
aa Rosalie M. Harrison-Bloom, Veira F. Hauxwell, L. P. J. 
Holt, Y. E. Hsia, C. M. Jadwat, Peter Knight, Audrey M. Lake, 
Cc. W. Landon, Patricia O. Lane, Jean C. Le Riche, Ian Lewis, 
W. J. Lush, Ian McColl, C. A. G. Mackenzie, Kanu Paragji Mehta, 
A. H. Miller, C. P. Monty, D. R. Morgan, E. 
arty Norma G. Newbury, Lotte T. Newman, J. 
P. C, Pitt, D. R. Potter, Sheila M. Power, Edna 0. 8. Renwick, 
R. B. Fi 9, David S. Robertson, Donald S. Robertson, Charmian 
A. Russell, R. de K. G. Samuel, T. D. Sayer, J. H. Scotson, Mary P. 
Shepherd, I. D. Simpson, J. F. Tattersfield, S. G. Ta lor, J. G. 
Teall, J. A. P. Trafford, John Tudor, Jovee Warner, ristopher 
Wastell, Benjamin oe W. M. Weir, P. 8. Welch, B. 
Whatmore, S. R. Williams, Susan M. Wilson, Trevor Woodward, 
A. J. Zuckerman. 


The following diplomas, and those mentioned in our issue 
of Jan. 19 (p. 167), were conferred jointly with the Royal 
College of Surgeons : 


D.C.H.—U. 8. Ellis 
D.1I.H.—D. R. Belletty, D. E. Marchant, R. G. Orr, J. 8. Robert- 
son, F. G. M. Seager, O. P. Verma. 


D.M.R.D.—B. W. A. Leeming. 

D.P.H. —Haraprosad Banerjee, E. E. Bowen, Seonaid C. Cameron, 
Jitendra Chandra Chakrabarti, Dd. M. Digues la Touche, C. P. A. 
Dupont, C. B. Higgie, C. D. Hopkins, W. G. J. Hughes, Isfendiyar 
Khan, ‘Audrey J. Lacey, Hilda E. McNamara, Ranjit Kumar 
Mukhopadhyay, W. L. Paimer, Brenda K. Rimmer, Michael —- 
= — R. A. Stenhouse, I. O. Taylor, R. W. Watton, P. 
Wright 


NOTES AND 
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Royal College of Obstetricians and Gynecologists 

Sir Russell Brain, p.r.c.p., and Dr. I. C. Rubin, of New 
York, have been elected to the honorary fellowship of the 
college. 


Payments to Ex-Japanese Prisoners-of-war 

Final shares in the proceeds of Japanese assets have been 
sent to 57,366 former prisoners-of-war and civilian internees 
of the Japanese or to their immediate relatives, but 1275 
which have been returned undelivered cannot be redirected 
because the beneficiaries have changed their address without 
notifying the Ministry. Any ex-prisoner or civilian internee, 
or an immediate -relative of those who have died, who has 
not yet received his share, or a share under the earlier 
distributions, should write to the Ministry of Pensions and 
National Insurance, Thames House South, Millbank, London, 
8.W.1, as soon as possible and in any event not later than 
June 30. 


World Health Organisation 

At its session concluded on Jan. 30 the executive board 
recommended that the basic effective budget for 1958 be set 
at $11,761,350, half a million short of the sum requested by 
the Director-General. To the extent that inactive member 
States resume their participation in W.H.O., a supplemental 
budget not exceeding $1,871,000 was also recommended. 
Amendments to staff rules made it necessary to raise previous 
estimates of the 1957 budget by $285,450, bringing this year’s 
basic working budget up to $10,985,000. 

Two new regional directors were appointed. Dr. Paul J. J. 
van de Calseyde has succeeded the late Dr. Norman Begg in 
the European office, and Dr. Abdol H. Taba will succeed 
Dr. A. T. Shousha, retiring after eight years’ service in the 
Eastern Mediterranean office on Sept. 1. The W.H.O. staff, 
most: of which was evacuated to Geneva recently, is likely to 
return to Egypt in the near future. 


University College Hospital Medical School, London 

The 50th anniversary of the separation of this school from 
University College was celebrated at a dinner held at 
Apothecaries’ Hall on Feb. 1. Sir Ifor Evans, provost of the 
college, said that the relationship of parent and child had 
remained a comfortable one, both in sickness and in health ; 
and he spoke of the continuing spirit of a foundation 
which has influenced medicine so greatly through such men 
as Sharpey, Burdon Sanderson, Michael Foster, and Starling. 
The symbiosis of school and college was happily symbolised, 
he remarked, by Sir Archibald Gray, appointed resident 
medical officer at the hospital in 1907. 

Sir Charles Harington, F.R.s., responding as chairman of 
the school council and of the dinner, recalled how he was 
given his chance in research by A. E. Boycott, T. R. Elliott, 
and Thomas Lewis—whose attitude illustrated, he thought, 
the character of the medical school, with its liberality of 
thought, its eagerness, and its adventurousness. The 
Rockefeller Foundation’s benefaction after the first world 
war had enabled the modern teaching and research institution 
to come into being, and he hoped that results had justified 
this support. Certainly the school had been fortunate in the 
people who worked in it: at present three heads of the 
non-clinical departments were distinguished fellows of 
the Royal Society. Today the premises were again inadequate 
not only for research but for students ; and, though it might 
be unwise ever to satisfy the scientific worker completely, 
no research institution could do without proper facilities for 
investigation, and no teaching institution could hold its own 
without the amenities it requires. There was some prospect 
of a new dental school; but, as regards the medical school, 
he could only hope that manna would descend. 

Mr. J. D. 8. Flew, dean of the medical school, proposed the 
Guests, and Mr. J. F. Lockwood, px.D., vice-chancellor of 
London University, replied. At this jubilee dinner, said Dr. 
Lockwood, the school was casting a retrospective gaze over 
the first twentieth of its first millennium. On the future of 
‘the medical curriculum (said to be overloaded) he quoted an 
Oxford tutor’s remark that the great teacher is known by 
the many subjects which he declines to teach. But Dr. 
Lockwood tempered any complacency in his hearers by another 
quotation (from Bishop Henson) declaring that doctors are 
as eagerly credulous in their own sphere as parsons are in 
theirs; and by describing the art of medicine as amusing 
the patient while Nature effects the cure. 
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Planning for Safety in the Home 

Dr. C. A. Boucher will give a lecture on this subject at 8, 
Hill Street, London, W.1, on Wednesday, Feb. 27, at 3.30 P.m. 
The meeting has been arranged by the women’s group on 
public welfare of the Council of Scientific Management in the 
Home. 


A New International Society 

The Société Médicale Internationale de Photo-Cinémato- 
graphie et Télévision Endoscopiques et de Radiocinémato- 
graphie was inaugurated, with Professor Soulas as president, 
on Dec. 8. The next meeting will be in Paris on March 9. 
Dr. P. H. Holinger will act as president, and Prof. Chevalier L. 
Jackson as hon. secretary at the first annual general meeting, 
which will be held in New York on June 3 and 4. The perman- 
ent hon. secretary is Dr. J. M. Dubois de Montreynaud, 4, 
Rue du General Baratier, Reims, France. 


Scottish Maternity Services Review 

The committee set up by the Scottish Health Services 
Council to review maternity services in Scotland held their 
first business meeting on Jan. 29. They are hearing oral 
evidence from selected organisations, and they will be prepared 
to consider written evidence which may be offered in relation 
to their terms of reference, which are : 


To consider, through a professional subcommittee in the first 

lace, the range of provision which should be available in the 

{ational Health Service in the interests of the mother and child 
during pregnancy, confinement, and lying-in; and to advise how 
a such provision can be secured within the framework of the 
service. 


The chairman of the committee is Prof. G. L. Montgomery. 
The medical secretary is Dr. Mabel Mitchell, and the lay 
secretary Miss L. C. Watson, both of the Department of 
Health for Scotland. 
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Austrian Institute 

Prof. V. Frankl, of the University of Vienna, will give a 
lecture at this institute, 28, Rutland Gate, London, 8.W.7, 
on Thursday, Feb. 21, at 8.30 P.m. He is to speak on collective 
neuroses of the present day. 


Increases for Seriously Disabled War Pensioners 

At the beginning of February, some 77,000 seriously dis- 
abled war pensioners, most of them veterans of the 1914-18 
war, began to draw the improved allowances announced by 
the Minister of Pensions and National Insurance on Nov. 19 
(Lancet, 1956, ii, 1110). 


Exports of Drugs and Medicines 

In 1956 British exports of drugs and medicines reached a 
record of £35,943,000. Of this total, antibiotics accounted for 
nearly £7 million and vitamins for nearly £3 million. Sul- 
phonamide preparations (£1'/, million), aspirin and synthetic 
antimalarial drugs (£1 million each), and barbiturates, insulin. 
and anti-histamine drugs (£'/, million each) also contributed 
to the total. Proprietary medicines not covered by specific 
headings in the Board of Trade returns amounted to over 
£10 million. 

Australia and India were the leading export markets for 
British drugs, with purchases around £3 million. Next came 
Nigeria, Pakistan, South Africa, New Zealand, the Republic 
of Ireland, and Burma, all taking between £1 million and 
£2 million. Sales to the United States of America increased 
from £660,000 in 1955 to itatted £1 million last year. 


new British Standard (B.8.2805: 
aie artery (hemostatic) forceps of the Spencer Wells pattern 
having a screw joint and made of stainless steel. Provision is made 
for 5 in., 6 in., 7 in., 8 in., and 9 in. sizes. Copies of this standard 
(3s. 6d.) may be obtained from the sales branch of the British 
Standards Institution, 2, Park Street, London, W.1. 


1957) non @ range of 





Diary of the Week 


FEB. 10 TO 16 
Monday, 11th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 


3 p.M. Dr. John McClintock (New York): Thyroid Cancer 
4 p.m. Dr. Sheila Sherlock: Portal Hypertension. 


Tuesday, 12th 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, London, Le 1 
5.30 P.M. Experimental Medicine and Therapeutics. Prof. A. 
Keele: Chemical Causes of Pain and Itch. (Presidential 


address.) 

Psychiatry. Dr. J. D. W. Pearce, Prof. E. W. Anderson, 
Prof. W. C. W. Nixon: Psychiatric Indications for the 
Termination of Pregnancy. 

BRITISH POSTGRADUATE MEDICAL FEDERATION 

5.30 p.m. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Mr. H. J. Seddon: Paralytic 
Poliomyelitis. 

St. Mary’s HospiraL MEDICAL ScHoo., London, W.2 

5 p.m. Mr. W. G. Mills: Dysmenorrh@a and Pelvic Pain. 

ROYAL ARMY MEDICAL COLLEGE, Millbank, London, 8S.W.1 

5 P.M. Lord Cohen of Birkenhead : Concept of Collagen 

INSTITUTE OF on yg tt Lisle Street, London, W.C.2 

.30 P.M. Dr. O. L. 8. Scott: Genodermatoses. 
C HELSEA CLINICAL SOCIETY 

8.30 p.m. (Rembrandt Hotel, Thurloe Place, S.W.7.) Dr. 
Dudgeon, Dr. F. O. MacCallum: Prevention and 
tory Diagnosis of Virus Diseases. 

MANCHESTER MEDICAL SOCIETY 

8 p.m. (Clinical Science Building, York Place, Manchester, 13.) 
Surgery. Mr. A. G. Riddell: Surgery in Portal Hyper- 
tension. 


8 P.M 


Disease. 


Alistair 
Labora- 


Wednesday, 13th 


UNIVERSITY OF LONDON 
5.30 pow. (London School of Hygiene and Tropic: al Medicine.) 
Prof. J. B. Duguid : Mechanical] Factors in Atherosclerosis. 
ROYAL SOCIETY OF MEDICINE 

4.30 p.m. Physical Medicine. Dr. A. C. Boyle: Clinica] Problems 
in Physical Medicine. (Presidential address.) 

Proctology. Prof. E. Boyland, Dr. P. 8. Macfarlane, 
Mr. I. S. R. Sinclair, Mr. A. N. Smith: Argentaftinoma. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 

2 p.m. Prof. C. L. Oakley: Food Poisoning Due to Clostridium 

welchii. 
INSTITUTE OF DERMATOLOGY 

5.30 p.m. Dr. Henry Haber: Clefts, Vesicles, and Bulle. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, London, S.W.3 

5 p.m. Mr. Dillwyn Thomas: Surgery of Primary Tuberculosis. 
EUGENICS SOCIETY 

5 p.m. (26, Portland Place, London, 

Ge netic- Hygienic Experiences 
Years. 


8 P.M. 


W.1.) Prof. Tage 
in Denmark in 


Kemp : 
Recent 


(Galton lecture.) 


MANCHESTER MEDICAL SOCIETY 
4.30 e.m. (Medical School, University of Manchester.) Pathology. 
Dr. M. T. Parker: Versatility of Staphylococcus aureus. 
(Presidential address.) 
ROYAL COLLEGE OF SURGEONS OF E 
Edinburgh, 8 
3.30 P.M. r. G. E. Mavor: Administration of Potassium to the 
Hypothermic Heart. (Sir Harold Stiles lecture.) 
ROYAL FACULTY OF PHYSICIANS os SURGEONS OF GLASGOW, 
242, St. a Street. Glasgo 
5 P.M. E. Noble Chamberiain : 
€ endiclogy. (Walker lecture.) 


Thursday, 14th 
ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields. 
London, W.C.2 
4 p.m. Sir Ernest Finch: Influence of the Hunters on Medical 
Education. camara oration.) 
UNIVERSITY OF LOND 
5.30PM. (W cctmninater Medical School, Horseferry Road, 8.W.1.) 
Dr. E. Weston Hurst : Approac hes to the C hemotheraps 
of Virus Diseases. (First of two lectures.) 
ROYAL SOCIETY OF MEDICINE 
5 P.M. Ophthalmology. Dr. R. E. Hoover (Baltimore) : 
utic Corneal Grafts. 


DINBURGH, Nicolson Street, 


British Contributions to 


Thera- 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of ve and Tropical Medicine.) 
Mr. W. H. Whelan, p.sc.: Synthesis and Degradation of 


Polysaccharides. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. S.C. Gold: Bullous Eruptions. 
NUFFIELD ORTHOPZDIC CENTRE 
8.30 P.M. (Wingfield-Morris Orthopedic Hospital, Oxford.) 
. J. M. Zarek : Biomechanical Problems in the Recon- 
struction of the Femur. 
St. ANDREWS UNIVERSITY 
5Pp.M. (Queen’s College, Small’s Wynd, Dundee.) 
Doll: Smoking and Lung Cancer. 


Friday, 15th 
UNIVERSITY OF LONDON 
5.30 p.m. (Westminster Medical School.) Dr. Weston Hurst : 
Approaches to the Chemotherapy of Virus Diseases. 
(Second of two lectures.) 
ROYAL SOCIETY OF MEDICINE 
5 p.m. Epidemiology and Preventive Medicine. Dr. A. M. Ramsay : 
Epcephalomyelitis Simulating Poliomyelitis in North- 
West London. Dr. E. R. Mitchell: Nottingham Meningitis. 
8.15 P.M. Radiology. Dr. C. J. Hodson: Renal Aortography in 
Hypertension. Dr. R. E. Steiner: Renal Phiebography. 
Dr. Thomas Philp: Aorto-arteriography in Obliterative 
Vascular Disease of the Lower Limbs. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
10 a.M. Prof. J. B. Kinmonth : guymphodema. 
4p.M. Dr. E. N. Rowlands: = ptomatology of Peptic Ulcer. 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 
London, W.C.1 
3.30 P.M. Mr. K. G. 


Dr. W. R. § 


Rotter: Common Diseases of the External) 
car. 
ROYAL MEDICO-CHIRURGICAL SOCIETY OF GLASGOW 
8.30 p.m. (Royal Faculty of Physicians and Surgeons of Glasgow. 
Dr. J. H. Cyriax: Backache. 
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Treating Bucco-Pharyngeal Infections 
Without Recourse to Antibiotics 


The dangers of using antibiotics 
for local application in the treat- 
ment of infections is constantly 
being stressed in the medical press. 
There has been a gradual increase 
in organisms resistant to antibiotics 
and alarm has been expressed at the 
number of cases. where patients 
have become sensitised to an anti- 


biotic during treatment. 


Dequadin, which has a wider anti- 





microbial spectrum than penicillin, 
is not an antibiotic and Dequadin 
Lozenges can be used freely in the 


treatment of infections of the 


{HIIEIISINUIiiiigggtiiimouth and throat without any :::: 











fear of sensitising the patient and :::: 


eee 
cd 
=. Without the risk of resistant strains 
aod 
7 
all 


developing. 


DEQUADIN 


LOZENGES 


In tubes of 20 lozenges each containing 0°25 mg. decamethylene-bis 
(4-aminoquinaldinium chloride). 


C56/613/4/H 




















ALLEN & HANBURYS LTD LONDON 


TELEPHONE BISHOPSGATE 320! (2OL/NES TELEGRAMS GREENBURYS., BETH, LONDON 
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“Doctor, can you help 
me to sleep better?” 


THe PATIENT who complains of uneasy sleep is often 
one of the doctor’s most troublesome problems. 
The beneficial effects of a warm food drink at 
night are well established, and many doctors recog- 
nize Horlicks to be the ideal nightcap. 
Horlicks is partially predigested and is suitable 


for patients of all ages. 
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In your 
hands... 


So much depends on your 


hands. Regular use of 
Wright’s Coal Tar Soap will help 

to keep them medically perfect, 
completely free from dirt and germs. 
The remarkable antiseptic, antipruritic 
qualities of Liquor Carbonis Detergens, 
contained in Wright’s, has given this fine 
soap the enthusiastic support of the medical 
profession for over half a century — the only 
product of its type te hold such arecord! Wherever 


you are, keep your own tablet of Wright’s handy. . 


WRIGHT’S COAL TAR SOAP IN TOILET AND BATH SIZES 











OTALGAN 


Contains Procaine I*/0 Phenazone *e 
in Anhydrous Glycerol 


indicated for 
painful affections 
of the 


middle ear 


Available for prescribing 
in bottles of 6 gm. (Basic price 2/4) 
in bottles of 12 gm. (Basic price 3/9) 


© SERUMWERK BASEL 


Sole Distributors for Great Britain 
and Northern Ireland: 


UNICHEM LTD., LONDON S.W. 17 
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The BEST is the CHEAPEST 
in the long run 


That’s why most motorists buy the DAVENSET 

Model H Battery Charger. Its 3 amp output 

will keep batteries brimful of quick-starting 

energy. Suitable for 6 and 12 volt batteries 
from 200/250 volt A.C. mains. 


Available from Garages, Electrical Shops, 
Halfords and leading Stores, etc. 


£6°9°6 


Le ee 


TO BUY THE FINEST IS TO BUY A 


HOML BATTERY CHARGER 


Partridge|Wilso n & Co. Ltd., Davenset Electrical Works, Leics. 
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WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


"Collis Browne 


The Original and 
only genuine Chlorodyne 

















used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘‘Dr. Collis Browne’s’’ 


THERE |S NO SUBSTITUTE 
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‘You see, it’s a food drink 


as well as a nightcap!’ 





Bourn-vita is made from 
malt, milk, sugar, 


cocoa and eggs 








sleep sweeter 


BOURN-VITA 


made by CADBURYS 
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H. K. LEWIS & Co. Ltd. re eeEND BOOKSELLERS 


TEXTBOOKS AND WORKS IN MEDICAL, SURGICAL AND GENERAL SCIENCE OF ALL PUBLISHERS 
Catalogues on application. Please state interests. 

FOREIGN BOOKS: Continental and American books obtained to order. 

SECOND-HAND BOOKS: A constantly changing large stock of Medical and Scientific Literature on view, 

classified under subjects. 

MEDICAL STATIONERY : Loose-Leaf Case Sooks, Card Index Systems, etc. 











MEDICAL AND SCIENTIFIC LENDING LIBRARY 
Annual Subscription from £1 17s. 6d. Prospectus on application 
The Library Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects. 
Pp. xii + 1152. To subscribers 10s. net ; to non-subscribers |7s. 6d. net ; postage Is. 9d. 

Supplement 1950-52. To subscribers Is. 6d. net; to non-subscribers 3s. net; postage 9d. 


H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.I Phone: EUSton 4282 


JENNER INSTITUTE Glycerinated VACCINE LYMPH 


PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 














r : 
Telephone : SINGLE VACCINATION TUBES - - ~~ 12/+dezen. Postage extra as 
BaTrunsma 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen a eae 





JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 











CONTINENTAL 
HOLIDAYS 
By AIR, COACH or RAIL 


Not mass produced but with 
individual attention to both travel and hotels 











For the Mild Case 
of Varicosity... 


Before you decide, see our Booklet 
covering all European countries. 


BUSINESS AND HOLIDAY TRAVEL, LTD., ..£Sungylon’ Hose are the obvious 








GRAND BUILDINGS, prescription. ‘Surgylon’ Elastic 
TRAFALGAR SQUARE, W.C.2. Net Stockifigs, Above-Knee or Below- 
Telephone: WHtehall 4114/5. Knee, are made of nylon open mesh 





net fabric of fine texture. They are 
we ' seamed and provide a light, well 


PML LM MLM ventilated, mild support suitable for 
THE WORLD’S GREATEST BOOKSHOP caltirdhats. “Than ate eae 


nee: 


HUYU0NV NEATH 


comfortable, durable and 
inconspicuous. 
*#OR BOOKS: Made to individual measurements 


IVULVNRULOLAAAA ELL 


— prompt despatch. 


Famed Centre For 


Medical Books 


New, secondhand and rare Books on every subject. 
Stock of over 3 million volumes. 


119-125 CHARING CROSS ROAD LONDON WC2 


Gerrard 5660 (20 lines) ye Open 9-6 (inc. Sats.) 
Nearest Station: Tottenham Court Road 





SURGYLON NYLON NET STOCKINGS 


may be supplied against N.H.S. prescriptions 
. 


Manufactured by Everlastic Ltd. for 
FASSETT & JOHNSON LTD., 86 Clerkenwell Road, London, E.C.! 
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BOWDEN HOUSE HEIGHAM HALL, NORWICH 
HARROW-ON-THE-HILL, MIDDLESEX PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
Established in 1911 Tel.: BYRon 1011 & 4772 of treatment carried out. A dati for Alcoholics and Addicts 





(Incorporated Association not carried on for profit) available. Special Geriatric Unit now open. F from 7 gns. per k 


upwards according to requirements. 
Apply to Dr. J}. A. SMALL Telephone : Norwich 20080 
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A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and al] modern physical therapies. 
Apply: MeEpicaL DIRECTOR 
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ST. ANDREW’S HOSPITAL ‘renrat"bisonpers 
NORTHAMPTON 


_Presipent: THe EARL SPENCER 
MeEpIcaL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. ~ Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacte riological, and pathological examinations. Private 


rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, inc luding 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branc h, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on tife seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
earn be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 











A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physi 1ans—BERTHA M. MULES, M.D., B.S ANNE 5S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


CHISWICK HOUSE 
PINNER, MIDDLESEX SPRINGFIELD HOUSE 





Telephone: PINNER 234 Phone: BEDFORD 3417 Near BEDFORD 
— For MENTAL CASES (including the aged) 
Private Nursing Home for Mental and Nervous illness. Fees from Nine Guineas per week 


All modern forms of treatment. Two country houses in adjoining For forms of admission, &c., apply to the Resident Physician, 
grounds of 5 and 6 acres respectively, 12 miles from London, | C&DRIO W. BowEr. 
Trains every 15 minutes from Baker Street to Pinner. INTERVIEWS IN LONDON BY APPOINTMENT. 

DOUGLAS MACAULAY, M.D., D.P.M. 








THE MEDICAL PROTECTION SOCIETY tumirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : é1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 











Vacancies 

ACADEMIC AND EDUCATIONAL Page | South East Met. R.H.B. Cons. .. 46] Chelmsford & Essex. Sr. H.O. oni) a 

SECTION 44 | South East Met. R.H.B. Reg. ni - . Be Dudley, Stourbridge & Dist: 8 Sr. me. 4 

= Stoke-on-Trent. City on Sr. ertfor unty. Sr .0. 

ADMINISTRATIVE — . | Warrington Gen. Sr. 4 , 54 | Hitchin. Lister. H.O.. . 50 
Leeds R-H.B. Asst. Sr. M.O.. . -- 45] Watford. Peace Mem. Sr.H.0. .: 54] Kettering & Dist. Gen. Sr. H.O. 51 
Scotland. Western R.H.B. Deputy Windsor. King Edward V ive Reg. |. 54] Maidstone. West Kent Gen. Sr. H.0. 51 

Group Med. Supt. .. .: -. 46] New Zealand. Otago Hosp. Board g| Reading & Dist. H. M. C. Sr. Hi. ie. 53 
ANASTHETICS & University. Jr. Specialist bao tomfor chure r. 
Charing Cross, W.C.2. Locum Res. 46 | BACTERIOLOGY PR e aes oN Staffordshire Gen. inty. Jr. 68 
London, E.1. P.-t. oak : 45 | Scotland. Western R.H.B. emp. 
Barrow & Furness H.M.C. Reg. .. 48] Sr. H.M.O. . ‘4 | Weston-super-Mare Gen. Sr. HO. 54 
Bournemouth & East Dorset Group CARDIOLOGY CHEST AND TUBERCULOSIS 

of Hosps. Reg os & Nat ional Heart (Country Branch) Chelmsford. Broomfield. Locum Sr. 
Chertsey. St. Peter’ 3. Sr. H.0. -. 497° Sr. H.O ’ — H.M.O. 3 co & 
Enfield. Chase Farm. Sr. H.O. .. &8 ee eee = vs = ie Edinburgh. Royal Vie storia. ‘. oO. 50 
Exeter. Royal Devon & Exeter. Sr. CASUALTY Godalming. King George V Hosp. tor 

H.O. a .. 50] Central Middlesex, N. -. 10, Sr. - O. 46 Diseases of the Chest. Sr. H.O. .. 50 
Leeds R.H.B. Keg. ; mi .. 51] Princess Beatrice, S.W.5. Sr. H. 47 | Harefield, Middx. Sr. Reg. .. 0 an 
Leeds R.H.B. P.-t. © ‘ons. ‘ 45 |] South London Hosp. for Ww a & Portsmouth Group H.M.C. Reg. er 
Manchester R.H. B. ioe - Sr. H.M. o. 46 Child., 8.W.4. P.-t. Sr. H.O. 47 | Scotland. Eastern R.H.B. Temp. 
North West Met. R.H. P.-t. Cons. 46 | Brighton. Royal Sussex County. Reg. .. ar sci a. ° 3 
Oxford R.H.B. Reg.. ; 52 Jr. H.M.O. or Locum an .. 4914St. Helens & Dist. H.M.C. Sr. H.0... 53 
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cing Edward VII Mem. Aappen. Hyde & Glossop H.M.C. Sr. 





Warwick. Chertsey. St. Peter’s. Sr. H.O. or 


Chest. Sr. H. 54 Pre-reg. H.O. 2 cc: o. A 
Wigan & Leigh: Group of " Hosps. oupgere. Royal Surrey ‘County. Barnstaple. North Devon Infy. Pre- [f° 

teg. — és »4 ne H.0O. d - << reg. an ~ wal ss 2 
Windsor Chest Clinic. Reg. .. .. 44] Lincoln. St. George's. Reg. “ oo Bebington. Clatterbridge. Pre-reg. 

> Manchester R.H.B. Reg. , 51 e6 as < “& 
Cemtral Middieons. N.W.10. P.-t. Sr Oswestry. Robert Jones & Agnes Beckenham, Ke nt. Pre-reg. H.0. .. 48 

Reg : . techy 16 : Hunt Gathependie WAC. H.O 4 52 See ne — ‘wet 4 oe 
. ; a. —* = 20ortsmouth Group Cc re -reg. sirmingham Acciden -0.’s . -& 
ms wy! ‘la a nited Hosps. & SS. 46 H.O. & Locum sr. H.¢ -- 52] Bournemouth. Christchurch. H.O... 49 

: .% Scotland. Western Re HB. Sr. Brighton. Royal . x County. H.O. 48 
EAR, en, AND THROAT H.M.O .. 46] Burton-on-Trent. Gen. Pre-reg. H.O. 49 
North Middlesex, N.18. P.-t. Clin. Se unthorpe & Dist. War Mem. Reg. 53] Cambridge. Addenbrooke’s. H.O. . 49 

i. ‘ .. 47 ]South East Met. R.H. B. ae: .. 53 | Canterbury. Kent & ( ‘anterbury. 

Je ames’, S.W.12 Reg z. .. 47 | Southend Gen. Sr. H.C os aa * ee os 49 
aS ‘hton, Hyde & Glossop’ H.M.C. Sr. Worcester Royal Infy. an. 0. oo’ Cngait. Caerphilly & Dist. ‘Miners’. 

H.0O. o & -O.’s 49 
Birmingham. Dudley Road. H.O. or PZDIATRICS Carshalton. Queen Mary’ ~ Hosp. for 

Sr. H. ay ad .. 48 | Hammersmith Hosp. & Inst. of Obst. ; Child. H.O. va 49 
Birmingham R.H.B. Reg. |. . & & Child Health. Reg 46 | Cheltenham Gen. H.O. 49 
Birmingham R.H.B. P.-t. Cons. . 45 aa e . Elizabe = Hosp. fo or Child. M.C. , | Chertsey. St. Peter’s. Sr. H.O. or 
Canterbury. Kent & Canterbury. Sr. H.¢ 47 Pre-reg. H.O. ~~» 

<7 , cm! ata Queen’ Mary’s Hosp. for the East Chichester. Royal West Sussex. H.O. 49 
Leeds United Hosps. H.0. wo ae End, E.15. H.O. + .. 47] Colchester H.M.C. H.O ae 
Manchester. Wythe ashenbe. Sr. H.O. 51 | South London et ‘for Women & . | Derby City. Reg. & Sr. ‘H. Oo. a ae 
North West Met. R.H.B. P.-t. Cons. 46 Child., S.W.4. P.-t. Reg. .. -- 47] Doncaster, Royal Infy. Reg.. ‘. we 
Wigan & Leigh H.M.C. Reg. .. 54 Aneetes § Special "ee. B.O.M. + Dedkey, © Stourbridge & Dist. Pre- 

r . reg O. se - 60 
GERIATRICS ‘ ” ; 5 
Ashton, Hyde & Glossop H.M.C. sr, _ | Bitmingham. | Marston Green Mater- param berber. 10... 50 

0. .. a - . -- 48] Edgware Gen. Reg. |; ; .- 501 Mnfield. Chase Ferm. Pheo, 

Manchester R.H.B. Reg. ° .. -- 91 | Hillingdon, Middx. H.O. 51 Glasgow Royal Infy. ‘ ‘sti t oF 5.0. : be 
INFECTIOUS DISEASES Manchester. South Manchester H.M.C. —— | Harefie ld, Middx. Reg. . 50 
Eastern (Fevers), E.9 H. 0. ete Sr, H.O. -- 51] Hastings Royal East Sussex. Pre- 
South Lodge, N.21. Sr. H. 47 | Reading. Royal Be rks. H.O.. o. ‘Se reg. H.O. ea - 650 
Birmingham. Little Rane ich Gen. Wrexham. Maelor Gen. H.O. -. 55 ove Gen. Pre- -reg. H.O. 50 

Sr. H.O. oe . 48 uddersfield Royal Infy. H. 0. 51 
Leeds R.H.B. Reg. Ee age iiiineiee. series Hull Victoria Hosp. for Sick nia. ° 
Windygates, Fife. Cameron .D. Reg. 54 Sr. i. 0. tarrett Anderson, N.W.1. 461, H.O. ; ‘ aety”’ 51 

ee we Md r toya n y. Pre-reg. H.O. 51 
MEDICINE Bath H.M.C. Sr. H.0..: » < i 
Battersea Gen., S.W.11. H.O. .. 46] Beverley.’ Westwood. Sr. HO. 48 | Leamington Spa. Warne [chill 
Hackney, E.9. Pre-reg. H.O.. -. 46 | Guildford. Royal ey y ( ‘county. Leeds R.H.B. ‘Reg sh ‘ _ | 
Mile End, E.1. H.O. .. ae Locum Cons. or Sr. H.M. - 4 Maidstone. West Bent’ Gen. ’ Pre- paths 
North Landon ‘. R.H.B. Reg. 47 | Manchester R.H.B. Reg. eer H.O - nictieetl 51 
South London Hosp. for Women & North East Met. R.H.B. Reg. - OTT wea *hild’s ; e ‘ 

Cc ‘hild., S V.4. Sr. H.O. 47 | Pox » | eee East omen. Sr. Rest “on hild’s. Sr. H.0. ri 52 
Bath Clinic a Area. Cons. . a H.¢ . 52 Pisueethe “South Devon & East - 
Bideford & Dist. Sr. H.0. .. .. 4817Se WY Weste rn R.H. B. Reg . a Cornwall. Sr. H.¢ as 52 
Bournemouth. Royal Victoria. H.O. 49 Northern Ireland Hosps. Auth. en. 55 Pontypridd. os ." jamor —— - 
Bristol. Cossham vomeney H.M.C. H.O ; ; wal a4 

Sr. H.O. 5 .. 49 | PLASTIC SURGERY pee oe ; -» 52 
Bristol. Southmead Gen. Hosp. Nottingham City. Reg. — — Postemouth Group H.M.C. ’ Pre-reg. ae 

Group M.C. Sr. H.O. : a.’ Ge Pom wat a ey - 
Chesterfield Royal. Sr. H.0. .. 49 | PSYCHIATRY Re hmond, Surrey. Koval. Sr. H.0. + 
Colchester HMC. HO 49 | Bedford. Bromham. Jr. H.M.O. .. 48 omforc¢ Yidehurch. H.¢ 52 
Hillingdon, Middx. H o —~ 51 | Bexley, Kent. Sr. H.O. me .. 48 | Romford. Victoria. H.O. <a 
Llanelly. Jr. H.M.O...— ; 51 | Birmingham. Hollymoor. Sr. Reg... 48 | Scotland. Eastern R.H.B. Reg. |. 53 
Manchester United Hosps. Sr. H.O. 51 | Bolton Dist. Gen. Sr. H.O. .. .. 49] Scotland. Northern R.H.B. Reg. .. 53 
North West Met. R.H. Fa 46 | Colchester. Severalls. Jr. H.M.O... 49] Scotland. Western R.H_B: Regs... 53 
Oxford R.H.B. Reg.. B. a " jf ’ 52 | Denbigh. North Wales "Hosp. for ce nboeme & oS. — P m. Re z: 53 
Reading Area Dept. of Medicine. . ie M. hy me te Disorders. -~ 50 Copthorne. H. — sa ~~ ae 53 

ain’ ‘: 3% | Derby. Pastures. Reg .. 50] Skipton Gen. Sr. H.O. 53 
Canada. Ottawa Civic. Resident ©. 55 i bl Roundway. Jr. H.M.o. *. Sompempton. Royal South Hants. 
NEUROLOGY Lancaster Moor. Locum Sr. H.M.O. 45 H.¢ «- 68 
National Hosps. for Nervous Diseases. Lancaster Moor. Sr. H.O. .. iss South East Met. R.H.B. Reg. :. 68 

Reg. & Locum Sr. Reg. .. 47 | Leeds R.H.B. Reg. ace *. 51] Southend Gen. Locum Reg ee 
NEUROSURGERY Leeds R.H.B. Sr. H.M.O. - '* 45 | St. Helens & Dist. H. M. C e.., 54 
Romford. Oldchurch. Sr. H.O 52 Lino on. Bracebridge Heath. Jr. ee eee ae ne Pay teat 54 

° - Or. VU. oe ve 1.0. or Locum . ie 51 ) y Gen, re-reg. 
OBSTETRICS AND GYNECOLOGY -... a R.H.B. Cons. a H.0. 54 
Queen Mary’s Hosp. for the East Manchester R.H.B. Sr. H.M.O. ‘| 45 | Stoke-on-Trent: _ North Staffs Royal 

End, E.15. Sr. H.O. & H.O. 47 | North East Met. R.H.B. Beg 47 Infy. Pre-reg. H.( 54 
South London Hosp. for Women & North West Met. R.H.B. if. M.O. 46] Taunton & Somerset. "i, ine ce BB 

Child., S.W.4. H.0O.’s 47 | Scotland. South-Eastern E i B. Sr. Tredegar, Mon. Gen. H.O. .. o> aan 
Barrow & Furness H.M.C. Sr. H.O. 48 Reg. . . .. 53 | Weymouth & Dist. H.O. . o. 
— Caerphilly & Dist. Miners’. South” East Met. R. H.B. Reg. .. 53] Whitehaven. Cumberland. 'H.O. or 

H.¢ - 49 | Stoe kport & Buxton H.M.C. Jr. Sr. H.O. : -. 54 
De rby City. Pre-reg. H.O.’s or Sr. H.M.¢ 54) W 9013 hester. Royal Hants County. 

H.¢ a 50 | Virginia Wat rs sure Hollowa = .- 654 
tt Buchanan. H.O. : _ —_ Jr. H. + y- _— y 54 Wabvesbasnptes, Royai. Pre-reg. H.O. 55 
Manchester United Hosps. H. 0. i 52 | Wakefield. Stanley Ro d. Jr. H.M.O. 54 
Manchester United Hosps. Sr. H.O. 52 | New York. Albany, es, 2 P- .. 55] ZHORACIC SURGERY ; 
Newcastle R.H.B. Loc — Reg. \ 52 Nottingham City. Sr. H.0. .. -» 52 
North East Met. R. -—"~ . Reg. oo 6B een an Cor 45 | UROLOGY 
Nottingham. Firs Maternity. Sr. ath nica ea. ODS. «+ oT tteuen . : . 

“HL. oO 64 . or ' . 7 .. 52] Isle of Man Health Services Board. Newcastle R.H.B. Sr. Reg. .. -» 52 
Shoreham-by- -Sea. Southlands. Reg. 53 Locum Cons. or Sr. H.M.O. 45 | VENEREOLOGY 
Southampton Gen. Locum .- 53] Oxford R.H.B. Cons... . -- 45] Leeds United Hosps. Locum Reg. .. 51 
Taplow. Canadian Red Cross Mem. Sheffield R.H.B. Sr. H.M.O..- .« & 

H.¢ ty aps ae .. 54 | South West Met. ir 7 B. P.-t. Locum GENERAL 
Wre hati. Trevalyn Manor Maty. Cons. or Sr. H. -- 46] Canada. Regina Gen. Resident & Asst. 

H.¢ 54 | B.W.1. Unive nae “Colic ‘ge Hosp. Reg. 55 Resident 


ton Mate srnity & Fulford Hosps. U.S.A. Elmhurst Gen., N N.Y. Interne- 
5 





Sr. H.O. ¥ wt ‘> Leeds RILB. Reg. - i a a ships & Residencies. 
OPHTHALMOLOGY , | Manchester R.H.B. Reg. -. —.. 51 | USA. St. Elizabeth, aban, N.J. a 
Royal Eye, 8.E.1. Sr. H.O. .. -. 47] Scotland. Western R.H.B. Sr. Reg. 53 
ORTHOPAEDICS RHEUMATOLOGY PUBLIC APPOINTMENTS 55 
London, q E.1, & Braintree Black Sheffield United ae & R.H.B. NON-MEDICAL 56 
pavet atta Orthopedic, W.1. we SE. EO. .. - Ki MISCELLANEOUS 56 


Sr. Re - 

Royal National  Orthopar lic (Stan- 
more). Sr. H. 

Whipps Cross. EF. 1. Pre- reg. H. 0. 

Beverley. Westwood. HH. 

Birmingham. Royal Orihopwaie’ 
Sr. H.O. o° os d 





SURGERY 

New End, N.W.3. Reg. as 

North East Met. R.H.B. Regs. .. 

Queen Mary’s Hosp. for the East 
End, E.15. . ne 

Wimbledon, 8.W.20. H.O. 

Ashford, Middx. H.O.’s 





-—o ot 


aan 


The Terms and Conditions of Service of 
Hospital Medical and Dental Siaff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. lanvassing disqualifies, but 
candidates may normally visit the hospital 
by appointment. 
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Academic and Educational 


UNIVERSITY OF LONDON 





Atherosclerosis *’ will 
5.30 P.M. on 13TH 
Tropical 


A LECTURE on “** Mechanical Factors in 
be given by Prof. J. B. DuGutp (Durham) at 
FEBRUARY at the London School of ore ne and 
Medicine, Keppel-strect, Gower-street, W.( 

Admission free, without ticket. 

JAMES HENDERSON, Academic 
UNIVERSITY OF LONDON 

A COURSE OF 2 LECTURES on ‘ 
therapy of Virus Diseases ”’ will be 
Hurst (1.C.1.) at 5.30 P.M. on 
Westminster Medical a (Meyerstein 
Horseferry-road, 3.W. 

Admission free, without ticket 

JAMES HENDERSON, Academic 
UNIVERSITY OF GLASGOW 


tegistrar. 


* Approac hes to the Chemo- 
given by Dr. E. WrEsTON 
14TH and 15TH FEBRUARY at 
Lecture Theatre), 


Registrar. 


ADPMISSIONS—SESSION 1957-58 

Notice is hereby given that the number of applicants who may 
be admitted to the following Faculties is limited :— 

Faculty of Arts. 

Faculty of Law. 

Faculty of Medicine 

Medicine). 

Faculty of Science. 

Faculty of Engineering. 
All those who intend to enter any of these Faculties for the 
first time in ocToBER, 1957, must obtain from the undersigned 
forms of application for admission. The forms are available now 
and should be returned as follows :— 

Faculty of Medicine (Veterinary Medicine) 15th April. 

Faculty of Medicine (including Dentistry) 15th May. 

All other Faculties 3lst May. 

Any applicant who wishes to have a form sent by post should 
enclose a stamped addressed envelope. 

Rost T. Hutrcueson, Registrar. 
THE UNIVERSITY OF LIVERPOOL 


(including Dentistry and Veterinary 


REFRESHER COURSE FOR GENERAL PRACTITIONER AN-¥STHETISTS 

A 1-week REVISION COURSE OF LECTURES AND DEMONSTRATIONS 
for General Practitioners will be held by the Department of 
Anesthesia, the University of Liverpool, from MONDAY to 
FRIDAY, 20TH-24TH MAY, 1957, inclusive. The course will be 
limited to 14 practitioners who already hold an anesthetic 
appointment. 

Applications, stating qualifications and present appointments, 
should be forwarded to the Dean of the Faculty of Medicine, The 
University, Liverpool, 3. The closing date for application is 
28th February, 1957. 

THE UNIVERSITY OF LIVERPOOL 
FACULTY OF MEDICINE 
DEPARTMENT OF ANASTHESIA 


A ©OURSE OF POSTGRADUATE INSTRUCTION IN ANAESTHESIA, 
limited to 12 students, will be conducted at the University 
of Liverpool lasting for 1 academic year and commencing 
IsT OCTOBER, 1957. This course gives theoretical and practical 
instruction to students intending to sit for the Fellowship of 
the Faculty of Anesthetists. For the purpose of gaining practical 
experience, the students will be found suitable ~ | came in 
recognised General Hospitals within the Liverpool area 

The fee for the course is £75. 

Application forms may be obtained from the Reader in 
Anesthesia, The University of Liverpool, Liverpool, 3, and should 
be returned not later than Ist March, 1957. 

PADDINGTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


THE TAVISTOCK CLINIC 
DISCUSSION GROUP SEMINAR ON PSYCHOLOGICAL PROBLEMS IN 
SPECIALIST AND HOSPITAL PRACTICE 
A course of 8-10 discussion meetings for a limited number of 
Consultants and other senior medical hospital staff; held on 
TUFRSDAY evenings. Admission free. 
Apply in writing for further peveoneere to Medical Director, 
Tavistock Clinic, 2, Beaumont-street, W. 
THE RUYAL SGory 





STOTHERT RESEARCH FELLOWSHIP 

Applications are invited by the Council of the Royal Society 
for a Stothert Research Fellowship in the field of medicine, 
including the sciences on which medical knowledge is based. The 
Fellowship will be tenable in any hospital, medical school or 
other appropriate research institution or university department 
in the British Isles or at any other place approved by the Council 
of the Royal Society. Candidates, who must be of British 
nationality, should supply the usual personal details and give 
the names of 2 referees. Testimonials will not be considered. 
Applicants and referees at a distance may write direct to the 
address given below, without first obtaining forms. The subject 
of the proposed research, and the place at which it would be 
carried out, together with the name of the Head of the Depart- 
ment, should be given. 

The appointment will be for 2 years in the first instance, from 
Ist October, 1957, and may be renewed annually up to a total of 
4 years. The stipend will be £800 p.a., with increments of £50 
p.a., and superannuation benefits to which the successful 
candidate will be required to contribute 5% of annual stipend 
and to which the Society will make a contribution of 10%. 

Applications should be made on forms to be obtained from the 
Assistant Secretary, The Royal Society, Burlington House, 
London, W.1, and should be received as early as possible and 
1957. 


not later than 6th April, 
44 





INSTITUTE OF CANCER RESEARCH 
ROYAL CANCER HOSPITAL 


The Radiotherapy Department of the Royal Marsden Hospital 
arranges LECTURE DEMONSTRATION COURSES, lasting 1 week, 
which are open to visitors from Great Britain and abroad. 

These Courses are held in MAY and NOVEMBER only, and the 
next course will be held during the week commencing 13TH 
MAY, 1957. 

The course includes the following : 

tadiotherapy for patients with tumours of the larynx and 
pharynx, bladder, uterus, breast, brain, bronchus, testicle, and 
other sites. 

Supervoltage teleradium and teleceesium therapy. 

Radioactive isotope therapy. 

Clinical investigations with radioactive 
The fee for the course is £5 5s. 

Full details and application forms can be obtained from the 
Director of Clinical Studies, Royal Marsden Hospital, Fulham- 
road, London, 8.W.3. Applications should not be received 
later than 30th March. 


CLARE COLLEGE 


isotopes. 


HARRISON WATSON STUDENTSHIP FOR MEDICAL RESEARCH 


The Governing Body of Clare College, Cambridge, invite 
applications for a Harrison Watson Stude ntship commencing on 
IST OCTOBER, 1957. The Studentship, which is open to male 
graduates of any U nive rsity in any country, is for research or 
training in research “into the causes and cure of tuberculosis, 
and/or other diseases of an allied tharacter.”” The Governing 
Body intend to interpret these terms in the widest possible sense 
and they invite detailed enquiries. 

The Studentship may be :— 

(i) a Junior Studentship of value between $500 and £650 a 

year, normally tenable for 3 years, or 

(ii) a Senior Studentship of value between £800 and £1000 a 

year, tenable for 1, 2, or 3 years. 

The Student may also hold another award or post, and may 
engage in a limited amount of teaching, if in the opinion of the 
Governing Body these do not interfere with his research. The 
Student will be required to become a member of Clare College 
and the University of Cambridge, and to reside and work in 
Cambridge. 

Applications should contain an account of the applicant’s 
career, and a general statement of his proposed course of research. 
No testimonials need be submitted, but the names and addresses 
of not fewer than 2 referees should be sent. Applications and 
enquiries should be addressed to the Master, Clare College, 
Cambridge. The closing date for application is 3lst March, 

57. 





L.M.S8.S.A. 

FINAL EXAMINATION : SurcGeEry, 11th March, 8th April, 
13th May, 1957. MEDICINE, PATHOLOGY, 18th March, 15th April, 
20th May, 1957. MiIpWireRy, 19th March, 16th April, 21st May, 
1957. MASTERY OF MIDWIFERY, May and. November. DIPLOMA 
IN INDUSTRIAL HEALTH, July and December. 

For regulations apply, meee Apothecaries Hall, Black 
Friars-lane, London, E.C. 


CHARING CROSS HOSPITAL MEDICAL SCHOOL. 
ASSISTANT LECTURER IN CLINICAL PATHOLOGY, 
Candidates must have experience in hematology and bacterio- 
logy, and will be expected to assist in the routine investigations, 
teaching, and research. The appointment will be in the first 
instance for 2 years, with commencing salary £900 p.a. and an 
increment of £50 for the second year. On completion the 
holder will be eligible for promotion to Lecturer grade, Pa 
£1000 p.a.—£100—£1300, with superannuation and family 
allowances. 

Applications on the prescribed form must be sent to the 
Secretary, Charing Cross Hospital Medic al School, 62-65, 
Chandos-place, London, W.C.2, and must be received not later 
than first post on Thursday, 21st February, 195 7. 


ROYAL FREE HOSPITAL SCHOOL OF MEDICINE. 
Applications are invited from graduates of the School for (a) 
the CHARLOTTE BROWN PRIZE of £40 for an essay or 
published paper on a clinical research project carried out by bon 
applicant, and (b) the FLORENCE STONEY PRIZE of £2 

for an essay or published paper on the applicant’s research ah 
in connection with cancer. Entries to be submitted by Ist May, 





9 
FP ‘urthe r Restociats from the Secretary at the School, Hunter- 
street, >is 


UNIVERSITY COLLEGE OF THE WEST INDIES. 
A »plications are invited for LECTURESHIP or ASSISTANT 
Re TURESHIP IN PHARMACOLOGY. Person appointed 
will be responsible, under the Professor of Physiology, for 
assisting in teaching for degrees of University of London. 

Salary scales :— 

Non-Medical 
Lecturer—£900-—£50-—£1200-—£50-£1600 p.a. 
Assistant Lecturer—£750—£50-—£850 p.a. 

Medically qualified 

Lecturer—£1000—£100—£1300—£100-£1700 p.a. 

Assistant Lecturer—£850-—£100—£1050 p.a. 

Entry point determined by qualifications and experience. Child 
allowance. F.S.S.U. Unfurnished accommodation at rent of 5% 
basic salary. Passages for up to 5 persons on appointment, 
normal termination and study leave (once every 3 years). Duties 

to be assumed by Ist September, 1957. 

Detailed applications (10 copies), naming 3 referees, by 
llth March, 1957, to Secretary, Senate Committee on Colleges 
Overseas in Special Relation, University of London, Senate 
House, London, W.C.1, from whom further particulars may 
be obtained. 
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OHIO STATE UNIVERSITY. Large mid-western 
university in United States of America offers opportunities for 
approved training in Pathology and Clinical Pathology and also 
advanced work in teaching and research as INSTRUCTOR or 
ASSISTANT PROFESSOR. Salaries range from $2100 to 
$6000 per year depending upon qualifications. 

For further information contact Dr. EMMERICH VON HAAM, 
Department of Pathology, Ohio State University, Columbus 10, 
Ohio, U.S.A. 

SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. UNIVERSITY OF STELLENBOSCH. 
Joint Medical Service for the Karl Bremer Hospital, Bellville. 

Applications are invited from registered medical practitioners 
(Specialists) with Pathological Histology as major subject, 
for appointment to the post of PROFESSOR IN PATHOLOGY. 

The appointment will be subject to the conditions of service 
of the University of Stellenbosch, as well as the agreement 
entered into between the University of Stellenbosch and the 
Provincial Administration. Members of the Joint Medical Staff 
are required to serve jointly the Provincial Administration and 
the University. i 

The Professor will be appointed on a whole-time basis, with 
no right to a private practice and with salary at the rate of 
£2688 p.a. (fixed) and will be required to become a member of 
the University Provident Fund. 

In addition to the basic salary, a cost-of-living allowance at 
rates prescribed from time to time is payable. At present the 
amount payable is £234 p.a., if married. 

The right is reserved, should suitable applications for the post 
of Professor be not received, to offer a suitable applicant an 
appointment in a post of First Assistant (Medical Practitioner, 
Grade G), with a salary of £2220 p.a. (fixed). Applicants should, 
therefore, state whether they would be prepared to accept an 
appointment of First Assistant should they not be nominated 
for the post of Professor. 

An appointment as First Assistant will be made in terms 
of the Hospital Board Service Ordinance No. 19 of 1941, as 
amended, and the regulations framed thereunder as well as the 
agreement entered into between the Provincial Administration 
and the University. The successful applicant will be required to 
contribute to the Cape Provincial Officials’ Pension Fund and, 
if not already in the Hospital Service, will be required to submit 
satisfactory birth and health certificates. 

The medium of instruction of the University is Afrikaans. 
Applicants must state their degree of proficiency in Afrikaans 
and English and are requested to furnish particulars in regard 
to the following :- 

(a) Academic achievements (degrees and diplomas held and 
the standard of achievement in professional examinations ; 
scholarships and special] awards) ; 

(6b) Professional experience (not only a statement of employer 
but the institution in which the individual worked and the 
type of work undertaken) ; 

(c) Names of 3 referees (1 of these should preferably be some- 
one occupied in the same branch of medicine as the candi- 
date ). 

Until such time as the training of students is commenced, the 
appointed person will be responsible for duties at the hospital 
and for the organisation of his Department. 

Applications must be addressed to the Registrar of the 
University of Stellenbosch, Stellenbosch, and must reach him 
not later than 15th March, 1957. 

Applicants must state the earliest date on which they will be 
able to assume duty. 


Hospital Services : Senior Appointments 


LONDON HOSPITAL, Whitechapel, E.1. Applications are 
invited for the post of Part-time CONSULTANT to the Depart- 
ment of Anesthetics. A higher qualification is required. The 
successful candidate will be required to attend a minimum of 4 
half-days per weck. 

Applications (12 copies), giving the names and addresses of 3 











referees, should be received by the undersigned by 28th 
February, 1957. 1. BRIERLEY, House Governor. 
CHELMSFORD, ESSEX. BROOMFIELD HOSPITAL. 


Required, experiencedy Locum Tenens SENIOR HOSPITAL 
MEDICAL OFFICER from 1€th February, 1957, for 4—6 weeks, 
full residence or only when on duty. Unit has 330 Beds for the 
treatment of pulmonary tuberculosis in adults. Tuberculous 
and non-tuberculous thoracic surgery, chest clinics and mass 
radiograply. 

Apply Whysician-Superintendent. . 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT E.N.T. SURGEON (9 notional half-days 
weekly) duties in Wolverhampton Group hospitals (8 notional 
half-days) and at Guest Hospital, Dudley (1 notional half-day ). 
Higher qualification/wide experience specialty essential. Must 
reside near Wolverhampton. 

Applications (15 copies), stating name, age, nationality, 
present and previous appointments, and details of 3 referees, 
to Se ‘retary, 10, Aucustus-road, Birmingham, 15, by 11th ) arch. 
BATH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited for the appointment 
of a CONSULTANT PHYSICIAN with an interest in rheumatic 
diseases to the Bath Clinical Area which comprises Bath, North- 
East Somerset, Mid and West Wilts. The appointment may be 
held either on a whole-time or maximum (f sessions) part-time 
basis. The successful candidate will have charge of beds at the 
Royal National Hospital for Rheumatic Diseases and at St. 
Martin’s Hospital, Bath ; in addition, he will be required to visit 
other hospitals in the Clinical Area as determined by the Regional 
Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 2nd 
March, 1957. 





BATH CLINICAL AREA. South-Western Regional 
HOSTITAL BOARD. Applications are invited for the appointment 
of a CONSULTANT RADIOLOGIST to the Bath Clinical Area 
which comprises Bath, North-East Somerset, Mid and West 
Wilts. The appointment may be held either on a whole-time 
or maximum (9 sessions) part-time basis. The successful 
candidate will work mainly at St. Martin's Hospital and the 
Royal United Hospital, Bath ; he will also be required to work 
in other hospitals in the Clinical Area as determined by the 
Regional Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 

and experience, together with the names and addresses of 2 
referees should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 2nd 
March, 1957. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
Pending the appointment of a Whole-time Consultant Patho- 
logist-in-charge, which post is being advertiscd, it is desired to 
appoint a. Locum Tenens CONSULTANT PATHOLOGIST 
from Ist April, 1957. It is anticipated that this will be for a 
period of not less than 3 months. The remuneration will be £50 
per week for the Consultant grade. Applicants in the Senior 
Hospital Medical Officer grade will be considered for the locum 
post at the rate of 314 guincas per week. 

Applications, with names and addresses of 2 referees, should 

be sent to the Hospital Secretary to arrive not later than 
20th February. 
ISLE OF MAN HEALTH SERVICES BOARD. Locum 
RADIOLOGIST. — Applications urgently invited from Con- 
sultants or Senior Hospital Medical Officers for whole-time locum 
duties for approximately 8 weeks. Remuneration on same 
terms as in England for similar locum tenens posts. 

Applications, giving particulars of qualifications and experi- 
ence, should be sent immediately to the Secretary of the Board, 
3, Harris-terrace, Douglas, Isle of Man. 














LANCASTER MOOR HOSPITAL, Lancaster. Locum 
ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer) required for minimum period of 2 months. Furnished 


accommodation with service available if required for married 
couple, Salary (Whitley) 314 guineas per week, less charges 
for board, &c. 

‘Apply Medical Superintendent. 
LEEDS REGIONAL HOSPITAL BOARD. Applications 
are invited from medical practitioners for the appointment of 
ASSISTANT SENIOR MEDICAL OFFICER (salary scale 
£1680-£80(4 )-£100(1)-£2100 p.a.) on the staff of the Senior 
Administrative Medical Officer at the Board's Headquarters 
Harrogate, for duties in connection with the organisation and 
lanning of the Hospital and Specialist Services of the Region. 
Previ us experience of medica] administration in the Hospital 
and/or Public Health Service would be an advantage. 

Applications, with full details of qualifications and experience 
together with the names of 3 referees, to the Secretary, Park- 
parade, Harrogate, by 23rd February, 1957. 


LEEDS REGIONAL HOSPITAL BOARD. 

Part-time CONSULTANT in Anesthetics (9 notional half- 
days per week) for duties at hospitals in Pontefract and Goole. 
The person appointed to reside in Pontefract. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) for duties at Clifton Hospital, York (1112 
Beds), and associated clinics at Harrogate, York, and Scar- 
borough. The person appointed may also have duties at Clay- 
penny Hospital for Mental Defectives (1 session per week). 
Small flat available. 

Applications (12 copies), stating age, qualifications and details 
of present antl previous appointments with dates, together with 
the names and addresses of 3 referees, to the Secretary, Park- 
parade, Harrogate, by 21st February, 1957. 


LIVERPOOL REGIONAL HOSPITAL BOARD. Rainhill 
HOSPITAL. Applications are invited for the post of Whole-time 
CONSULTANT PSYCHIATRIST with duties mainly at the 
above Hospital. Applicants should possess the D.P.M. and 
have had at least 7 years approved psychiatric experience, 
including practical knowledge of outpatient work. Possession 
of a higher qualification in general medicine will be considered 
an advantage. The person appointed will be required to live 
within reasonable distance of the Hospital. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 2nd March, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
OXFORD REGIONAL HOSPITAL BOARD. Consultant 
RADIOLOGIST (whole-time or maximum part-time) to the 
hospitals of the Kettering/Northampton Area Department in 
Radiology. Duties mainly at the hospitals of the Kettering 
Hospital Management Committee, including Corby Diagnostic 
Centre, with some duties at Northampton General] Hospital and 
the peripheral units. The successful candidate will be required 
to live in the Kettering area. Kettering is included in the list 
of hospitals due for major development schemes. Applicants 
must hold a recognised Diploma in Radiology and a higher 
qualification in medicine or surgery is desirable. 

Applications (12 copies), stating age, qualifications, experience, 
and the names of 3 referees, should reach the Secretary of the 
Board, 43. Banbury-road, Oxford, by 2nd March. 


MANCHESTER REGIONAL HCSPITAL BOARD. Whole- 
time RESIDENT DEPUTY MEDICAL SUPERINTENDENT 
AND ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer), Brockhal] Hospital, Langho, near Blackburn (a modern 
and fully equipped colony of over 2000 Beds for mental defec- 
tives). Modern detached house available. Good experience 
in the care of mental defectives required. D.P.M. desirable. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 26th February, 1957. 


45 





THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[FeB. 9, 1957 





MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time Locum AN-ESTHETIST (Senior Hospital Medical Officer) 
required for approximately 4 months for the Rochdale Group 
of hospitals. tesident or non-resident. Salary 314 guineas 
per week. 

Apply at once to Group Secretary, 
Hospital, Rochdale. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT  E.N.T. 
week), St. Mary’s Cottage 


(24 Beds). 
Applications be fore 11th March, 1957. 


Central Offices, Birch Hill 


half-days a 


SURGEON (2 
Middlesex 


Hospital, Hampton, 


(2) ASSISTANT PSYCHIATRIST (whole-time), Senior 
Hospital Medical Officer grade, Leavesden Hospital, Abbots 
Langley, Herts (2378 Beds--mental deficiency). Accommoda- 


tion for married man available. 

Applications before 13th March, 1957. 

(3) ASSISTANT PHYSICIAN (Consultant), whole-time, 
Edgware General Hospital, Edgware, Middlesex (638 Beds). 
The candidate appointed will have charge of the Geriatric 
Service in the Hendon Group to which he will be expected to 
devote at least 7 sessions a wee k. A limited amount of acute 
medicine in addition. After 5 years option to transfer to maxi- 
mum sessions. 

Applic ere Ly Sore 18th March, 1957. 

(4) CONSUI NT ANASTHETIST, 
South Mimms, ona, Herts (405 Beds). 14 hours clinical time 
with operating lists on Wednesday mornjng, Thursday morning 
and afternoon. Mainly major thoracic surgery. 

Applications before 22nd March, 1957. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, North West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT ORTHOPACDIC SURGEON based at the 
Victoria Infirmary, Glasgow. Salary (at age 32 and over) on 
the scale £1575-£50-£2025. 

Applications (16 copies), 


Clare Hall Hospital, 


stating date of birth, qualifica- 
tions, experience, present appointment, and the names of 
3 referees, to reach the Secretary, Western Regional Hospital 
Board, 64, West Regent-street, Glasgow, C.2, not later than 
30 days after the publication of this advertisement. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Tem- 
porary Whole-time ASSISTANT BACTERIOLOGIST based 
at Ayrshire Central Hospital, Irvine. The appointment, which 
will be vacant from 26th April, 1957, will be for a period of 
approximately 2} years. Salary (at age 32 and over) on the scale 
£1575-£50-£2025. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, not later than 23rd 


February, 1957. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
DEPUTY GROUP MEDICAL SUPERINTENDENT for the 


hospitals administered by the Board of Management for Glasgow 
Victoria Hospitals. Salary on the scale £1216 13s. 4d.-€50- 
£1266 13s. 4d.-£66 13s. 4d. (2)-£1400. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, not later than 30 days 
after the publication of this advertisement. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whoie- 
time ASSISTANT RADIOLOGIST for Leicester Royal Infirmary 
and Leicester General Hospital. The successful candidate will 
work under the direction of the Consultant Radiologist -in-charge, 
and will be required to reside within 10 miles of the Leicester 
Royal Infirmary. Candidates should possess a Diploma in 
Radiology. Salary scale £1575-—£50-£2025. 

Application forms and further details from Senior Administra- 

tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 2nd 
March, 1957. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
AND THE SHEFFIELD REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of CONSULTANT DERMATOLOGIST 
(maximum part-time). It is expected that the successful candi- 
date will spend 6 notional half-days at the Royal Infirmary 
under the Board of Governors of The United Sheffield Hospitals 
and 3 notional half-days with the Regional Board at Doncaster 
Gate Hospital, Rotherham, and at the City General Hospital, 
Sheffield. 

Applications (16 copies), stating age, qualifications and 
experience, with the names and addresses of 3 referees, sho 
be sent not later than 2nd March, 1957, to the Chief Administra- 
tive Officer, The United Sheffield Hospitals, West-street, 
Sheffield, 1, from whom further details may be obtained. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a LOCUM TENENS in Radiology (Con- 
sultant or Senior Hospital Medical Officer) for 9 sessions weekly 
for the West Dorset Group of hospitals for a period of 6 months 
commencing Ist March, 1957. Main duties will be in the 
Dorchester and Weymouth areas, and the successful candidate 
will be in charge of the Group Radiological Services. Residence 
in either Dorchester or Weymouth is a condition of the appoint- 
ment. Remuneration in accordance with the terms and conditions 
of Hospital Medical and Dental staffs. 

Applications (3 copies), stating age, qualifications, and 
experience and the names and addresses of 3 referees, to the Area 
Secretary, Highcroft, Romsey-road, Winchester, by 20th 
February, 1957. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. eee ations are invited to fill a vacancy for a 
CONSULTANT ANA®STHETIST to the Dartford Group of 
hospitals. Choice of w hole-time service or the maximum number 
of part-time sessions will be offered. Candidates must have had 
wide experience in anzsthetics and hold the appropriate quali- 
fication. Applicants may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications, and 

experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary Advisory Appointments Committee, South East 
Metwepeiiten, Regional Hospital Board, 11, Portland-place, W.1, 
not later than 23rd February, 1957. 
NEW ZEALAND. THE OTAGO HOSPITAL BOARD 
AND UNIVERSITY OF OTAGO, NEW ZEALAND. JUNIOR SPECIA- 
LIST ANASTHETIST— Dunedin _Hospital— ASSISTANT 
LECTURER in Anesthetics—Otago Medical School. 

Applications are invited for the above position which is 
vacant at the present time, from those who hold a Degree in 
Medicine of an approved ar The position is full-time 
and private practice is not permitte The position is designated 
as that of Junior Specialist under the Hospital Employment 
(Medical Officers) Regulations, salary scale £1600-£1900 by 
annual increments of £100. The commencing salary will be in 
accordance with the appointee’s qualifications and experience. 
Duties will include the practical teaching of anesthetics to 
Medical and Dental Students. The position is non-resident. 
Travelling expenses will be paid in accordance with the table 
set out in the conditions of appointment. 

Applications for this position should be made on the prescribed 
form obtainable from the office of the High Commissioner for 
New Zealand, 415, Strand, London, rf from THE LANCET Office, 
7, Adam-street, Adelphi, London, W.C.2, who will supply further 
information and Conditions of Appointment. Applications 
should be in the hands of the undersigned not later than 10 A.M. 
on Monday, 25th March, 1957. 

W. A. W esneann Secretary. 

Otago Hospital Board, P.O. Box 946, Dunedin, New Zealand. 


Hospital Services : Junior Appointments 


BATTERSEA GENERAL HOSPITAL, 








Battersea Park, 


s.W.11. HOUSE PHYSICIAN, vacant 24th February, 1957. 
House Officer grade. Resident. Not pre-registration. 


Apply Hospital Secretary, enclosing copies of 2 recent testi- 

monials. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR REGISTRAR required for 2 or possibly more sessions 
in the Dermatological Department. Previous experience in 
dermatology essential. Post now vacant. Hospital may be 
visited by direct appointment. 

Application forms from, and returnable to, Group Secretary, 

Hospital Management Committee, at Central Middlesex Hospital, 
Park Royal, N.W.10, by 17th February, 1957. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT SENIOR HOUSE OFFICER required for Casualty 
Department. Successful candidate will work under supervision 
of Orthopedic and Traumatic Specialist. Appointment for 
6 months from 12th March, 1957. 

Applications, with names of 2 referees or copies of 3 
monials, to Medical Director by 16th February, 1957. 
CHARING CROSS HOSPITAL, London, W.C.2. Locum 
ANAESTHETIC REGISTRAR. Tenable from 11th March, 
1957, until approximately the end of this year. Candidates must 
have the D.A. and possession of the F.F.A.R.C.S. is desirable. 

Applic ations, on forms obtainable from the undersigned, to 
be returned by 28th February, 1957. 

FRANK HArt, Secretary to the Board. _ 


EASTERN HOSPITAL (Fevers), London, E.9. Applica- 
tions are invited for appointment as registered RESIDENT 
HOUSE PHYSICIAN. Duties may include some work in Chest 
Unit. Facilities for postgraduate study for higher qualifications. 

Applications to Group Secretary, Hackne y Hospital, London, 
E.9, by 23rd February, quoting EH/HO 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from registered Women medical practitioners 
for the post of RESIDENT PATHOLOGIST. Salary in accord- 
ance with Ministry of Health scale for Senior House Officers. 
The appointment is for 6 months in the first instance. Duties 
to commence Ist April, 1957. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 20th February. 
HACKNEY HOSPITAL, 


testi- 


London, E.9. (General—841 


Beds.) Applications are invited for the 6-months resident 
Pe and from 3rd March of Pre-registration HOUSE 
SICIAN 


(second post) and should reach the Secretary 
above address, by 15th February, quoting HH’PHP. 

pe emg yh HOSPITAL AND INSTITUTES OF 
OBSTETRICS AND CHILD HEALTH, Ducane-road, London, W.12. 
RESIDENT PEDI ATRIC REGIST RAR required. Post vacant 
23rd April. Duties involve care of newborn babies in Maternity 
Department and Premature Baby Unit. 

Applications, stating age, qualifications, experience, 
of 2 referees,.to Secretary, Board of Governors, by 
February. 

LONDON HOSPITAL, Whitechapel, E.1, AND BLACK 
NOTLEY HOSPITAL, BRAINTREE, ESSEX. Applications are invited 
fora REGISTRAR to the Orthopedic Departments of the above 
Hospitals. The successful candidate will be stationed at Black 
Notley but will be required to attend certain sessions at The 
London Hospital. The appointment will be for 1 year renewable. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the undersigned by 16th February, 
1957. H. BRIERLEY, House Governor. 


names 
23rd 











- THE LANCET] ‘ 


THE LANCET GENERAL ADVERTISER 


[Fes. 9, 1957 





MILE END HOSPITAL, Bancroft-road, London, €.1. 
(484 Beds.) HOUSE PHYSICIAN (pre- or post-registration). 
Post vacant 8th March, 1957. 

Application forms, obtainable from Physician- Supe rintendent, 

should be returned by 15th February with copies of not more 
than 3 testimonials. 
NATIONAL HEART HOSPITAL, Maids Moreton, Buck- 
INGHAM. (Country Branch of the National Heart Hospital.) 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER at the Hospital’s Country Branch. The appointment 
is for a period of 6 months from ist April, 1957, but may be 
repewed for a further period not exceeding 6 months. The status 
of the post is that of a Senior House Officer and the salary is in 
accordance with the terms and conditions of service of hospital 
medical staff. The holder will be expected to attend on 1 day 
weekly at the Hospital in Westmoreland-street. 

Applications, with copies of 3 recent testimonials, should be 
sent to me at Westmoreland-street, London, W.1, not later 
than 16th February, 1957. 

ROBERT G. E. WHITNEY, Secretary to the Board. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited for the full-time appointment of Locum 
MEDICAL REGISTRAR (non-resident) at Maida Vale Hospital 
for Nervous Diseases, London, W.9, which will become vacant 
on Ist March, 1957. Grading as Senior Registrar. The appoint- 
ment will be for a minimum period of 3 months, preference will 
be given to a candidate holding a higher degree. 

Applications, with copies of 3 testimonials, to be sent to the 
— retary at Maida Vale Hospital, not later than 11th February, 

97 . 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (non-resident) at The 
National Hospital, Queen-square, W.C.1, for work in the Out- 
patients Department. This post carries the grade of Registrar. 
The appointment will be for 1 year in the first instance. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 28th February, 1957. 

H. Ewart MITCHELL, 

Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, London, W.C.1. 
NEW END HOSPITAL, Hampstead, N.W.3. Registrar 
(general surgery) required for Surgical Unit of 93 Beds, vacant 
now. F.R.C.S. desirable. The Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, within 10 days. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD 

REGISTRAR in Obstetrics and Gynecology (resident, or 
non-resident near Hospital), St. Andrew’s Hospital, Billericay, 
Essex, and other Hospitals in the Tilbury and South East Essex 
Group. Recognised for D.Obst.R.C.0.G. 

REGISTRAR in Pathology (non-resident), 
Hospital and other Hospitals in the Enfield Group, 
Middlesex. Recognised for Diploma of Pathology. 

REGISTRAR in General Surgery and Gynecology (resident 
or non- someone). St. Mary’s Hospital for Women and Children, 
Plaistow, E.13 

MEDICAL REGISTRAR (non-resident), Prince of Wales’s 
General Hospital, Tottenham, N.15, and other Hospitals in the 
Tottenham Group. 

SURGICAL REGISTRAR (non-resident), Prince of Wales’s 
General Hospitai, Tottenham, N.15, and other Hospitals in the 
Tottenham Group. Recognised for F.R.C.S 

PSYCHIATRIC REGISTRAR (resident), Rochford General 
Hospital, Rochford, Essex. Duties in unit of 70 Beds under 
direction of Consultant Psychiatrist (Physician -Superintendent 
of Runwell Hospital). Experience in complete range of 
psychiatry. 

Appointments subject to review after 1 year. 

Application forms from Secretary, 114, } ortland- place, 

to be returned by 23rd February, 1957. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
CLINICAL ASSISTANT for E.N.T. Department required. 
Appointment will be on a part-time basis, with attendance for 4 
sessions a week. Candidates must have had considerable 
experience in the specialty, including audiometry and hearing- 
aid work. Salary £175 p.a. per weekly half-day. 

Applications, stating age, qualifications, experience, nation- 
ality, with recent testimonials and names of 2 referees, to 
Secretary of Hospital, by 18th February. 7 
PRINCESS BEATRICE HOSPITAL, Earis Court, London, 
S.W.5. Applications are invited from registered medical practi- 
tioners for the post of CASUALTY OFFICER (some anewsthetic 
duties). Senior House Officer grad». Recognised for F.R.C.S. 

Applications, immediately, stating age, qualifications, with 3 
testimonials, to the House Governor. 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1 
and BANSTEAD WOOD, SURREY. HOUSE OFFICER. Appoint- 
ment will be made for 2 consecutive periods of 6 months com- 
mencing Ist April, 1957. First period as House Physician and 
second as House Surgeon and Casualty Officer. 

Application forms may be obtained from the Secretary at 

Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 23rd February, 1957. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. PACSDIATRIC HOUSE PHYSICIAN (Male or 
Female), House Officer third post. Duties will include some 
work in related Departments (e.g., Diabetic Clinic &c.). 
6-month appointment, commencing 17th March, 1957. Post 
recognised for D.C.H. 

Applications, with Hospital 
Secretary by 15th February, 


Chase Farm 
Enfield, 


w.1, 


the names of 3 referees, to 


1957. 





QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. OBSTETRIC HOUSE SURGEON (Male 
or Female), House Officer third post, 6 months commencing 
Ist April, 1957. Successful candidate may be eligible for appoint- 
ment as Senior Obstetric House Surgeon (Senior House Officer 
grade) for the following 6 months. Post recognised for 
M.R.C.O.G. 

Applications, with the names 
Secretary by 15th February, 1957. ‘ 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE SURGEON (Male or Female), House 
Officer third post, 6 rat commencing 16th Marc h, 1957. 
Post recognised for F.R. 

Applications, with “sy names Hospital 
Secretary by 15th February, 1957. 

QUEEN MARY’S HOSPITAL FOR THE EAST EN 
Stratford, E.15. SENIOR OBSTETRIC HOUSE SURG EON 
(Male or Female), Senior House Officer grade, 6 months com- 
mencing Ist April, 1957. Post recognised for M.R.C.O.G. 

Applications, with the names of 3 referees, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
E.15, by 15th February, 1957. 


of 3 referees, to Hospital 


of 3 referees, te 


ROVAL EVE HOSPITAL, S.E-1 plications are invited 
for the post of RESIDENT SEN IOR “EDU SE OFFICER from 
Ist April, 1957. 

Request for application a. should be made to the Secretary, 
The Royal Eye Hospital, . George’s-cireus, London, 8.E.1 
ROYAL NATIONAL SRTHOPADIC HOSPITAL, 234, 
Great Portland-street, London, W.1. Applications are invited 
for the appointment of SENIOR ORTHOPAZDIC REGISTRAR 
(full-time), non-resident. Applicants must be Fellows of 1 : 
the Royal Colleges of Surgeons. During the tenure of office 1 
year may be spent at the Luton and Dunstable Hospital and 
6 months at The Hospital for Sick Children, Great Ormond- 
street. In the event of a Registrar of the Royal National Ortho- 
peedic Hospital being appointed to the above vaeancy, there will 
be a vacancy for the post of Registrar and applicants may, 
therefore, apply for either post. 

Applications to be received not later than 2nd March. Forms 
of application can be obtained from the House Governor, 234, 


Great Portland-street, London, W.1. w 

ROYAL NATIONAL ORTHOPADIC HOSPITAL, 
BROCKLEY HILL, STANMORE, MIDDLESEX. Applications are 
invited for the post of RESIDENT SENIOR HOUSE 


OFFICER for a period of 6 months ; duties to commence 20th 
March, 1957. 

Applications to be received by 16th February. Forms of 
application can be obtained from the House Governor at 234, 
Great Portland-street, ee wW.t. 

SOUTH LODGE HOSPITAL, World’s End-lane, N.21. 
RESIDENT SENIOR HOUSE OFFICER required. Infectious 
diseases and other general duties. Vacant now. 

Applications, with names and addresses of 2 referees, to the 

Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital, Enfield, Middx. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered Women practitioners for the post of Part-time 
NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer grade) to attend every morning. The appointment is for 
a period of 6 months commencing 13th April, 1957. 

Forms of application from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
for the post *f SENIOR RisiDENT MEDICAL OFFICER 
(Woman), Senior House Officer grade. Appointment is for 6 
months, renewable. Duties include care of children’s ward ; 
medical beds; E.N.T. and administration. nos te suitable 
experience to those intending to enter general practice. Vacant 
Ist May, 1957. 

Forms of application from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practi- 
tioners for the appointment of GYNASCOLOGICAL HOUSE 
SURGEON, vacant 21st April, 1957, for 6 months. Recognised 
for the M.R.C.0.G. 

Application forms from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre- ‘registration and registered Female medical practi- 
tioners for the appointment of OBSTETRIC HOUSE SUR- 
GEON. Recognised for the M.R.C.0.G. Appointment is for 
6 months from 7th April, 1957. 

Forms of application from the Secretary. 


SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered Women practitioners for the appointment of 
Part-time REGISTRAR in Pediatrics and General Medicine, 
vacant shortly. Salary pro rata of £550—£965 p.a. 

For form of application apply to the Group Secretary, Lambeth 
Group Hospital Management Committee, Renfrew-road, London, 
S.E.11, not later than 23rd February, 1957. 


ST. JAMES’ HOSPITAL, Balham, S.W.12. 
METROPOLITAN REGIONAL HOSPITAL BOARD. 
(E.N.T.), resident, post vacant Ist April. 

Application forms, obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 2nd March. (0132.) 


WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited for the post of HOUSE SURGEON (pre-registration) 
in the Orthopeedic Department. Post recognised for the F.R.C.S8., 
vacant Ist April, 1957. 

Application forms from the Hospital Secretary, to be returned 
by 18th February, 1957. 


South West 
REGISTRAR 
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WIMBLEDON HOSPITAL, Thurstan-road, Copse Hill, 
5.W.20. RESIDENT HOUSE SURGEON (not pre-registration), 
vacant now. Salary £525. 

Applications, giving age, qualifications, &c., with names and 
addresses of 2 referces, to the Secretary at above address. 
ABERDEEN SPECIAL HOSPITALS BUARD UF MAN- 
AGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER. The duties include work at the Royal 
Aberdeen Hospital for Sick Children, the Aberdeen Maternity 
Hospital, and the Aberdeen City Hospital. The appointment is 
tenable fer 12 months. 

Applications, giving full details of age, 

experience, together with the names of 2 referees, should be 
sent to the Group Medical Superintendent, Royal Aberdeen 
Hospital for Sick Children, Westburn-drive, Aberdeen, as soon 
as possible. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE OFFICER (Male) for general surgical 
and medical duties. 6 months appointment, not suitable for 
pre-registration candidates. 

Applications, stating age, qualifications and experience, with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTER. Required, RESI- 
DENT HOUSE SURGEON (Male) for general surgical duties, 
6 months appointment vacant 5th March, 1957. Preference 
given to pre-registration candidates. 

Applications, stating age, qualiications and experience, with 

copies 4 up to 3 recent testimonials, to Medical Director of 
Hospital. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (general 
surgery) required at Ashton-under-Lyne General Hospital, 
vacant end of February. 

Applications, with copies of 2 testimonials, to Group Secretary, 
Ashton-under-Lyne General Hospital, Ashton-under-Lyne, 
Lancs 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. E.N.T. SURGEON (Senior House Officer 
grade) required at Ashton-under-Lyne General Hospital, vacant 
early March. 

Applications, stating age, qualifications and experience, with 
copies of 3 testimonials, to be forwarded to the Group Secretary, 
General Hospital, Ashton-under-Lyne, Lancs, as soon as possible. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER required to 
assist Consultant Geriatrician in a Developing Unit which serves 
the catchment area of the Hospital Management Committee, 
with main duties at Ashton-under-Lyne General Hospital. 
There is a full scope for the study of clinical medicine and the 
post is suitable for a young Physician wishing to work for higher 
qualifications or interested in social medicine and rehabilitation. 

Applications, together with 2 references, to the Group Secre- 
tary, General Hospital, Ashton-under-Lyne, Lancs. 

BARROW AND FURNESS HOSPITAL MANAGEMENT 
COMMITTEE. OBSTETRIC AND GYNACOLOGY DEPARTMENT. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER at the Risedale Maternity Hospital, Barrow- 


qualifications and 


in-Furness. Post available from Ist April, 1957. Hospital 
approved for D.Obst.R.C.0.G. 
Applications to the Group Secretary, 105, Abbey-road, 


Barrow-in-Furness. 

BARROW AND FURNESS HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the resident or non- 
resident post of REGISTRAR in Anesthetics in the Barrow 
and Furness Group of hospitals, based at the North Lonsdale 
Hospital, Barrow-in-Furness. Hospital recognised for D.A. 

Applications, giving age, details of experience, and names of 

3 referees, to Group Secretary, 105, Abbey-road, 
Furness. 
BATH HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT PATHOLOGIST required approximately mid- 
March at St. Martin’s Hospital. Duties are mainly in Area 
Blood Bank at that Hospital with duties at the Regional Blood 
Bank, Bristol, and at Bath Central Laboratory. Post is graded 
Senior House Officer. 

Applications, stating age, qualifications and experience, with 
names of 2 referees, to Group Secretary, Manor Hospital, Bath. 
BEXLEY HOSPITAL, Dartford on. Bexley, Kent. 
BEXLEY HOSPITAL MANAGE T COMMITTE Ane ations 
invited for appointment of SENIOR HOU SE OFFICER at 
above Hospital. Salary £745 p.a., with deductions of £150 p.a. 
for board, lodging, &c., if resident. The Hospital (2300 Beds) 
deals with all types of psychiatric illness and experience in 
all modern physical, occupational and psychotherapeutic 
procedure is available. Opportunities will be available to assist 
ut outpatient clinics. 

Applications, with names and addresses of 3 referees, should 
be sent to the Physician-Superintendent, Dr. L. C. Cook, 
M.D., D.P.M., Within 14 days of the appearance of this advertise- 


Barrow-in- 





ment. 

BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (819 Beds.) CENTRAL WIRRAL GROUP. 3 HOUSE 
OFFICERS (general surgery) for pre-registration posts, 6 


months commencing Ist March, 1957. salary according to 
previous posts held. 

Application forms, obtainable from Hospital Secretary, 
returned as soon as possible. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
reguired in Area Laboratory with attendance at Branch Labora- 
tory, Driffield. Offers experience all branches of pathology. 
Salary £745. 

Detailed applications to Group Secretary. 


is 


to be 








BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPAZDIC HOUSE SURGEON (first, 
second, or third post), vacant end February. Offers good oppor- 
tunity for general experience in busy acute general hospital. 
Approved pre-registration post. Fully qualified practitioners 
may apply. Recognised for F.R.C.S. Married quarters may be 
available. 

Apply Group Secretary. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON required. Recognised pre-registra- 
tion appointment ; the post can be taken up immediately. 

Applications to Group Secretary, North Devon Hospita) 
Management Committee, 19, Alexandra-road, Barnstaple. 
BECKENHAM HUSPITAL, Kent. (100 Beds.) House 
SURGEON required at above Hospital. Recognised for F.R.C.S. 
Pre-registration post. 

Apply, stating age, nationality, qualifications, and experience, 
and naming 3 referees, to Administrative Officer. 

BEDFORD (near). BROMHAM HOSPITAL. (434 B 

for nomen Defectives and 60 at Aceene near Sandy.) JUN TOR 
ITAL MEDICAL OFFICER (psychiatry) required. 

Post may be non-resident and for 4 years in the first instance. 

Hospital may be visited by direct appointment with the 

Psychiatrist-Superintendent (Phone : Oakley 295). 

Application forms obtainable from, and returnable to, 
Secretary, Bedford Group Hospital Management Committee, 
3, Kimbolton-road, Bedford, by 23rd February, 1957. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
F.R.C.S. Post offers exceptional opportunities for genera} 
experience in busy acute Surgical Units. 

Inquiries and applications, with copies of 2 recent testimonials, 

to Group Secretary, 3, Kimbolton-road, Bedford. 
BIDEFORD AND DISTRICT HOSPITAL, North Devon. 
(51 Beds.) SENIOR HOUSE OFFICER requited for medica} 
and surgical duties. Married accommodation available in the 
Hospital. 

Applications, stating age, qualifications and experience, 
and naming 2 referees, to Group Secretary, North Devon Hos- 
pital Management Committee, 19, Alexandra-road, Barnstaple. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEONS (resident), vacant February. Hospital largest 
Traumatic Unit in country and treats over 50,000 new patients 
each year. Recognised for purpose of Casualty by R.C.S.(Eng.). 
Teaching programme by Consultant staff. 6 months appointment, 
some of which can be spent in 42-Bedded Medical Research 
Council’s Burns Unit. 

Apply, naming 2 referees, to Administrator within 7 days. 
BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. RESIDENT MEDICAL OFFICER in Infectious 
Diseases. Senior House Officer grade. Vacant Ist March, 1957. 
Hospital serves a wide area and gives opportunities for the study 
of infectious diseases. Part of the Hospital is being developed as 
a General Hospital, where further experience can be gained. 

Apply Physician-Superintendent, with 2 testimonials. 
BIRMINGHAM, 15. ROYAL ORTHOPZDIC HOSPITAL. 
SENIOR HOU SE OFFICER. Preferably with orthopedic ex- 
perience. Recognised by Royal College of Surgeons. 336 Beds 
for long and short term orthopedic cases (non-traumatic) and 
extensive outpatient services. 

Applications, with testimonials or 

Administrator. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. E.N.T. 
DEPARTMENT. HOUSE SURGEON or SENIOR HOUSE 
SURGEON Gesternt Recognised for D.L.O. Busy hospital 
of 780 Beds, 50 E.N.T. beds. 

Applications, with copies of 2 
Secretary. 

BIRMINGHAM (near), MARSTON GREEN MATER- 
NITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRM- 
INGHAM. RESIDENT SENIOR HOUSE OFFICER in Peedia- 
trics required for either Ist April, or Ist May, 1957, for 6 months 
or 1 year (the latter to be recognised for D.C.H.). Duties in 
Premature Baby Unit (12 Cots) in Neo-natal Department at 
above Hospital (121 Beds). Hospital affiliated to the University 
of Birmingham for the teaching of students and in Neo-natal 


names of referees, to 


recent testimonials, to Group 


and Children’s Departments at neighbouring hospitals. Previous 
peediatric or obstetric experience desirable. 

Detailed applications to Group Secretary, Dudley Road 
Hospital. Birmingham, 18, by 20th February, 1957 


BIRMINGHAM REGIONAL HOSPITAL BOARD. “Stoke- 
ON-TRENT GROUP, Princes-road, STOKE-ON-TRENT. REGIs- 
TRAR (E.N.T. surgery) for North Staffordshire Royal Infirmary. 
Experience specialty essential. Resident or non-resident. 
Application forms from Hospital Management Committee 
Secretary to be returned by 18th February, 1957. 


BIRMINGHAM. HOLLYMOOR HOSPITAL. (740 
Beds.) SENIOR REGISTRAR in Psychiatry duties at Holly- 
moor Hospital and Psychiatric Outpatient Clinic, Selly Oak 
Hospital, Birmingham. Hospital linked with Birm nghem 
University for research in psychiatry and biochemistry. D.P.M. 
and considerable experience in psychiatry essential. Successful 
candidate may subsequently be required to spend not more than 
2 years ina selected hospital of the United Birmingham Hos- 
pitals in accordance with arrangements for the interchange of 
Senior Registrars agreed by the Boards. 

Application forms from Secretary, 


Birmingham Regional 


Hospital Board, 10, Augustus-road, Birmingham, 15, to be 
returned by 25th February. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) HOUSE SURGEON required 21st February, 1957. 


Recognised for pre-registration and F.R.C 
Applications, stating usual particulars ond naming 2 referees, 
to the 


Administrative Officer. 
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BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
SENIOR CASUALTY OFFICER (Junior Hospital Medical 
Officer), non-resident, require r immediately at the above, 
Hospital. Recognise d for F.R. . 

Applications as locum or : 

particulars and the names of 2 referees, 
Officer. 
BOLTON DISTRICT GENERAL HOSPITAL. (Townleys 
BRANCH PSYCHIATRIC UNIT.) SENIOR HOUSE OFFICER in 
Psychiatry (resident). Unit is attached to a General Hospital. 
Consultant Psychiatrist in charge. All forms of modern treat- 
ment in use. Post offers excellent facilities for anyone desiring 
to specialise in. psychiatry and attend D.P.M. course at Man- 
chester University. Hospital also recognised for London and 
[Irish D.P.M. Outpatient clinics in existence. Vacant Ist March 
and tenable for 12 months. 


or post, stating usual 
to the Administrative 


Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, should be sent immediately 
to Group Secretary, Bolton and District Hospital Management 


Committee, The Royal Infirmary. Bolton. 

BOURNEMOUTH AND EAST DORSET GROUP OF 
HOSPITALS. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Anesthetics for the above Group with duties 
mainly at the Christchurch Hospital. This is a new post which 
will become available in March, 1957, and is consequent upon 
the opening of 56 surgical beds at Christchurch Hospital. The 
post is tenable for 1 year in the first instance and applicants 
should have had considerable experience in anesthesia. It will 
be an advantage if the successful candidate is willing to be 
resident at Christchurch Hospital. 

Forms of application are obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria 
Hospital, Gloucester-road, Boscombe, Bournemouth, and should 
be returned to him within 7 days of the appearance of this 
advertisement. 
BOURNEMOUTH 
PITAL, HAMPSHIRE. 


(near). CHRISTCHURCH HOS- 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of RESIDENT HOUSE SURGEON for general 
surgery at the above Hospital of 340 Beds which includes a new 
Surgical Unit of 56 Beds. This is a new appointment which will 
become available towards the end of March. The successful 
applicant will be required to attend surgical outpatient sessions 
at the Royal Victoria Hospital, Boscombe. 

Applications to the Hospital Secretary, Christchurch Hospital. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTER. Applications are invited 
for the appointment.of HOUSE PHYSICIAN. The appointment, 
which becomes vacant on 11th March, 1957, is recognised for 
pre-registration purposes. 

Applications to the Hospital Secretary. "a 
BRISTOL. COSSHAM FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (542 Beds.) 
Applications are invited for the post of SENIOR HCUSE 
OFFICER (medical). The appointment, which will be for 1 year 
in the first instance, is on the terms and conditions of service 
for hospital medical staff and is at a salary of £745, less a 
deduction of £150 p.a. in respect of unmarried accommodation 
provided at the Hospital. The candidate appointed will have 
general supervision under the Consultant staff of the 62 beds 
for general medicine and will be attached as a clinical assistant 
for occasional duties which may be required in the Regional 
Departments of Neuro-surgery, Thoracic Surgery, and Plastic 
Surgery at the Hospital. As the Senior Resident Medical Officer 
he will be in charge of the ‘‘ House ” and his duties will include 
pre-employment medical examinations of staff appointed by the 
Management Committee. It is customary for the resident nursing 
staff to be invited to register on the patients’ panel of the Senior 
Resident Medical Officer, who is entitled to retain the appropriate 
fees receivable. 

Applications, containing details of qualifications and experi- 
ence, together with the names of 2 referees, should be forwarded 
to the Group Secretary, Frenchay Hospital, Bristol, not later 
than 13th February, 1957. Se eee 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required, at Snowdon Road 
Hospital (300 Beds-——chronic sick, general medical and dermato- 
logy cases), SENIOR HOUSE Nyt tc ER (medical) for 6 or 
12 months, commencing Ist April, 195 

Applications to be made to the Group Secretary, Southmead 
Hospital, Bristol, not later than 16th February, 1957. 
BURTON UPON TRENT. THE GENERAL HOSPITAL. 
Pre-registration HOUSE OFFICER (general surgery ) segues 
at the above Hospital which is recognised for the F.R.C 

Applications to Group Secretary as soon as possible. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) E.N.T. AND EYE DEPARTMENTS. SENIOR 
HOUSE OFFICE R. Salary £745 p.a. Post vacant at the end of 
Mareh, 1957. Approved for F.R.C.S. and special diplomas. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration or third 
post), which is recognised for the F.R.C.S. is now vacant. 
National Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CHICHESTER. ROUYAL WEST SUSSEA rHusPiiALt. 
(202 acute beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment. National salary scale for first, second, or 
third posts. Post ogres for pre-registration practitioners. 
Also recognised for F.R.( 7 residents including Resident 
Surgic al Officer and 3 oases ‘Surge ons. Vacant 14th February, 
195 

Apply to Senior Administrative Officer. 


‘COLCHESTER. 





CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
SURGEON for 6 months from 3rd Aprii, 1957. Recognised 


Pre-registration Service. 
Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary by 23rd 


February. Interviews early March. 
CARDIFF (near). CAERPHILLY AND DISTRICT 
MINERS’ HOSPITAL. (226 acute general beds.) Applications are 


invited for posts of HOUSE OFFICE R (obstetrics and gyne- 
cology) and HOUSE SURGEONS (2 appointments), vacant 
immediately. Preference given to pre-registration candidates. 
The Hospital is recognised by the Royal College of Surgeons and 
an application for recognition has also been made to the Royal 
College of Obstetricians and Gynecologists. 6 miles from the 
teaching Hospital at Cardiff. 

Apply to Group Secretary, address as above. 
CARSHALTON, SURREY. QUEEN MARY'S HOS- 
PITAL FOR CHTLDREN. (A General Children’s Hospital of 700 
Beds.) HOUSE SURGEON (House Officer), resident, required 
for 6 months (3 months general surgery, 3 months E.N.T. and 
orthopeedics ). Applicants must have completed 12 months 
Pre-registration Service. 

Applications, stating age and qualifications, together with 1 
recent testimonial and the names of 2 referees, should be sub- 
mitted to the Group Secretary by 22nd February, 1957. 
CRrELMSFUHL AND ESSEX HOSPITAL. Applications 
are invited for the resident post of CASUALTY OFFICER 
(Senior House Officer). It is recognised for the F.R.C.S. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Opportunity 
is given for Casualty Officer to follow up his cases in the wards 
and to obtain operating experience in major theatre under the 
guidance of the Consultants or the Resident Surgical Officer. 
Off duty time is generous and the post is one likely to suit both 
an officer seeking a higher qualification in surgery or one intend- 
ing General Practice. The vacancy will occur on 2nd March. 

Apply Secretary, Chelmsford Hospital Management Committee, 
Chelmsford and Essex Hospital, Chelmsford. 
CHELTENHAW GENERAL HOSPITAL. (220 Beds.) 
HOUSE SURGEON required (pre- or post- registration) . The 
post offers a wide experience in general surgery ; gynecology ; 
and orthopeedic surgery. Post recognised for the F.R.C.S. 

Apply Secretary, General Hospital, Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (iate 
Botley’s Park War Hospital). (430 Beds.) ORTHOPACDIC 
HOUSE SURGEON from 12th February, 1957. Senior House 
Officer or House Officer (Intern) grade. 100 orthopaedic beds. 
Post recognised for F.R.C.S. and Pre-registration Service. 
Preference given to provisionally registered candidates. Sala 
in soeepeneee with terms and conditions of National Heal 

rvice 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Park War Hospital). (430 Beds.) RESIDENT 
HOUSE SURGEON (Senior House- Officer or Intern) required 
for the Gynecological (30 Beds) and E.N.T. (16 Beds) Depart- 
ments. Salary in accordance with terms and conditions of 
National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Pafk War Hospital). (430 Beds.) SENIOR HOUSE 
OFFICER ANACSTHETIST required as Locum from 28th 
February, 1957, to 13th March, 1957, and permanent post to 
commence Ist April, 1957. Appointment recognised for D.A. 
and F.F.A.R.C.S. Salary in accordance with terms and conditions 
of National Health Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHESTERFIELD ROYAL HOSPITAL. House Physician 
(Senior House Officer grade) required early March at the above 
Hospital for 54-Bed Medical Unit. Post offers good experience 
in general medicine, and in pediatrics, diabetics, and dermatology. 
National salary and conditions applicable. 

Further particulars obtainable on request from M. H. Boone, 
Secretary, Chesterfield Hospital Management Committee. 
COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for :— 

Essex County Hospital, oe oo 1g (185 Beds) 

HOUSE OFFICER (surgical). First, second, third or pre- 
registration post, tenable for 6 months. “ashamed for F.R.C.S. 

Biack Notley Hospital, Braintree (516 Beds) © 

Posts of HOUSE SURGEON and HOUSE PHYSICIAN. 
The successful applicant will serve 6 months as House Surgeon 
followed by 6 months as House Physician. First, second, third 
or pre-registration posts. Surgical post includes duties in general 
surgical and gynecological wards. Recognised for F.R.C.S. 
Medical post includes duties in medical prediatric ward. 

Applications, with copies of 3 testimonials, to Group Secretary, 

14, Pope’s-lane, Colchester. 
SEVERALLS HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required (resident or non- 
resident). Commencing salary £775 p.a., rising to £1075 p.a. 
Furnished accommodat on available for a single officer. There 
will be scope for work in the use of modern psychiatric methods 
in the wards. 

Eg my with names of 2 referees, should be forwarded 

to the Medica) Superintendent. 

DERBY. CITY HOSPITAL. Senior House Officer foue~ 
gical), vacant Ist April, 1957. Recognised for the F.R.C. 

Apply, stating full details, with copie s of 2 recent An" ca oO 

to the Medical Superintendent, City Hospital, Derby. 
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DERBY. CITY HOSPITAL. (Obstetrical Department.) 
OBSTETRIC HOUSE SURGEONS (2 vacancies), pre-registra- 
tion or Senior House Officer. 2 posts are vacant, 1 of which is 
recognised by the College of Obstetricians for the M.R.C.O.G. 
and the D.Obst.R.C.O.G. Both posts vacant Ist April, 1957. 

Apply, stating age, qualifications and experience, with copies 
of 2 testimonials, to the Medical Superintendent, City Hospital, 
Derby. 

DERBY. CITY HOSPITAL. (256 Beds. 
training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT or NON-RESIDENT SURGICAL 
REGISTRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualific ations, present and previous appointments 
with dates, naming 3 referees. 
DERBY (near). PASTURES HOSPITAL, Mickleover, 
near DERBY. (1261 Beds. Recognised for training for D.P.M.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR 
(psychiatry) required. House available on Hospital estate. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 re ferees. 

DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. JUNIOR HOSPITAL 
MEDICAL OFFICER or SENIOR HOUSE OFFICER required. 
Resident quarters for unmarried person available. The Hospital 
has modern treatment facilities, and is recognised by the Conjoint 
Board for the purpose of their D.P.M. examination. 

Applications, with names of 2 referees, to the Medical Super- 
intendent. 

S. L. Frost, Secretary to the Management Committee. 
DEVIZES, WILTSHIRE. ROUNDWAY HOSPITAL. (For 
Nervous and Mental Diseases. 1327 Beds.) Applications are 
invited for the appointment of a JUNIOR HOSPITAL MED- 
ICAL OFFICER for duty at the above Mental Hospital. All 
forms of modern treatment available, including Insulin Unit 
and outpatients clinics at 3 General Hospitals. Salary £775 p.a., 
rising by £50 to £1075 p.a. Accommodation for a single man for 
which £170 p.a. will be charged, or furnished house for a married 
man available at a rent of £3 per week plus rates. 

Applications, giving names and addresses of 2 referees, to the 

Medical Superintendent as soon as possible. 
DONCASTER ROYAL INFIRMARY. (330 Beds. Recog- 
nised for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDENT SURGICAL REGISTRAR 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffie Wa Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. 
The Quest Hospital, Dudley (154 Beds) 
SENIOR HOUSE OFFICER (casualty). Post now vacant. 


Recognised for 


HOUSE OFFICER (surgical), pre-registration. Post now 
vacant. 
Apply, Group Secretary, Guest Hospital, Dudley. 
DURHAM. DRYBURN HOSPITAL, (303 Beds.) House 


SURGEON. Approved pre-registration post and recognised 
under the F.R.C.S. regulations. Post vacant now. 

Apply, with names and addresses of 2 referees, 
Secretary, Dryburn Hospital, Durham. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
SURGICAL REGISTRAR, West Suffolk General Hospital, 
Bury St. Edmunds (262 Beds). Duties include work in Ortho- 
peedic Department. Recognised for F.R.C.S. Furnished flat 
available. Appointment for 1 year, renewable for second year. 

Applications, stating age, experience and the names of 3 
referees, to Board's Senior Administrative Medical Officer, 117, 
Chesterton-road, Cambridge, by 18th February, 1957. Candi- 
dates invited to visit Hospital by direct arrangement with 
Hospital Management Committee Secretary at Hospital. 
EDINBURGH. ROYAL VICTORIA HOSPITAL, Comely 
BANK, EDINBURGH. RESIDENT HOUSE OFFICER (Male or 
Female) required for above Hospital on Ist April, 1957. Post 
offers good experience in the modern management of tuberculosis 
and includes work in a 20-bed unit for tuberculous diabetics. 
The Hospital is a teaching unit linked to the University Depart- 
ment of Tuberculosis and Chest Diseases. The post is recognisable 
for pre-registration purposes and would also suit anyone studying 
for higher qualifications. 

Applications to be submitted within 2 weeks of appearance 

of this notice to Secretary, Board’s Office, City Hospital, Green- 
bank-drive, Edinburgh. 
EDGWARE GENERAL HOSPITAL. 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
NON-RESIDENT PASDIATRIC REGISTRAR required at 
above Hospital—32 prdiatric beds. Department is also 
responsible for the supervision of 64 Cots in Maternity Unit 
and 50 Cots at Bushey Maternity Hospital. Hospital may be 
visited by direct appointment with Medical Director. 

Application forms obtainable from, and returnable to, Group 

Secretary, Edgware General Hospital, Edgware, Middlesex, 
by 23rd February, 1957. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER required in the 
Department of Anrmsthesia, vacant 10th March, 1957. 12 
months appointment. The post is recognised for the D.A. and 
‘.F.A.R.C.S. and affords a wide range of practical experience 
and tuition under Consultant supervision. 

Applications, giving names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 


to Group 


(715 Beds.) North 
Whole-time 
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ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON (pre-registration post) vacant, 
22nd March, 1957. Duties with General Surgical Unit, doing 
some genito-urinary work. Post recognised by the Royal College 
of Surgeons. 6 months appointment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 

EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE OFFICER (anes- 
thetics), resident or non-resident, wo 23rd February, 1957. 
The post is recognised for the F. F.A .R.C.S. examination. 

Applications, with copies of 2 recent testimonials, 
Hospital Secretary by 16th February, 1957. 

GLASGOW ROYAL INFIRMARY. Senior House Officer 
in Surge Duties at above Infirmary. 

Apply writing not laterthan 23rd February, 1957, with 3 
names for reference, to the Secretary, Board of Management for 
Glasgow Royal Infirmary and Associated Hospitals, 135, 
Buchanan-street, Glasgow, C 
GODALMING, SURREY. 


to the 


KING GEORGE V HOSPITAL 
FOR DISEASES OF THE CHEST. GODALMING, MILFORD AND LIPHOOK 
GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident). Salary and deduction for board, lodging, 
&c., in accordance with national scale (£745). All modern forms 
of treatment carried out, including major thoracic surgery, a 
proportion of the beds being set aside for non-tuberculous 
thoracic surgery. The Hospital is associated with a chest clinic. 

Apply, giving names of 3 referees, to the Physician-Superin- 

tendent not later than 23rd February, 1957. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) HOUSE SURGEON for Orthopeedic and Traumatic 
Unit. The post is tenable for 6 months from 11th March and is 
recognised for the F.R.C.S. examination and ‘open to pre- 
registration candidates. The unit deals with many traumatic 
cases. 

Applications, with copies of 3 testimonials, should be sent to 

the Hospital Secretary. 
HAREFIELD HOSPITAL, Harefield, Middiesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited from registered medical practitioners for the post of 
SURGICAL REGISTRAR (B1) for general beds at above 
Hospital. Candidates must have had previous surgical experience 
and preference will be given to those with a higher surgical 
qualification. The appointment will be subject to the Ministry 
of Health’s terms and conditions of service. 

Application forms obtainable from, and returnable to, the 

Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 16th February, 1957. 
HAREFIELD HOSPITAL, Harefield, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR 
MEDICAL REGISTRAR required at above Hospital. Applicants 
should hold a higher qualification in medicine and should have 
experience in general medicine and diseases of children as well 
as of the diagnosis and modern methods of treatment of tuber- 
culosis. The post will normally be held for about 2 years and the 
successful candidate will then be given the opportunity of 
serving for a further 2 years, approximately, as a Senior 
Registrar at Uxbridge Chest Clinic, 259, High-street, Uxbridge, 
Middlesex. Hospital and Clinic may be visited by direct 
appointment. 

Application forms obtainable from, and _ returnable to, 

Secretary, Harefield and Northwood Group Hospital Manage- 
ment Committee, Mount Vernon Hospital, Northwood, Middle- 
sex, by 16th February, 1957. 
HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) HOUSE SURGEON in Gynecology (28 
gynecological beds). Post recognised for M.R.C.O.G., vacant 
23rd March, 1957, for 6 months. Candidates for Pre-registration 
Service (surgery) can be considered. 

Apply, giving names and addresses of 3 referees, to Hospital 
Administrator. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) HOUSE SURGEON required, pre-registration post, 
vacant 11th March, 1957. 

Apply, with testimonials, to Hospital Administrator, as soon 

as possible. 
Seen ae COUNTY HOSPITAL. (171 Beds. Hospital 
tuated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer de) with attachment to 
Pediatrician and Ophthalmic Consultant. Salary -— +1 oe 
£150 p.a. residential emoluments. Recognised under C.8. 
regulations. Appointment to commence immediately. 

Apply, with full details and references, to Group secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. : ve 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
Applications are invited for CASUALTY OFFICER (resident) 
for duty with Accident Service and as Orthopedic House 
Surgeon. Recognised as pre-registration post and for F.R.C.S., 
and becomes vacant on 13th February, 1957. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, as soon 
as possible. 


HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 
Resident Medical ett; ) Pre-registration SECOND HOUSE 
SURGEON AND CASUALTY OFFICER required end of 
February, or soone ; if available, for 6 months. Post is recog- 
nised for F.R.C.s. Salary £425-£525, less £125 p.a. for resi- 
dential emoluments. 

Applications, stating age, qualifications, full details of 
experience, together with names and addresses of 2 referees, to 
the Administrative Officer. 
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HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds.) PASDIATRIC HOUSE PHYSICIAN. Duties under 
Medical Director include experience in general children’s medical 
ward, neonatal unit, and pediatric outpatient clinics. Post 
vacant end of March. Appointment recognised for the D.C.H. 

Applications from registered or pre-registered practitioners, 

with copies of not more than 3 recent testimonials, to Medical 
Director by 19th February. 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds.) H®USE PHYSICIANS. Appointments recognised for 
the M. D.(Lond.) Branch I and for pre-registration House 
Officers. Posts vacant middle of March. Whole-time duties 
ufider Medical Director. 

Apply, stating age, qualifications, nationality, and experi- 

ence, with copies of 3 recent testimonials, to Medical Director 
by 19th February. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duties on Ist March, 1957. 
The post is recognised as a pre-registration appointment and 
for the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 

addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HULL. eTORA “HOSPITAL FOR SICK CHILDREN, 
Park-street. ROUP HOSPITAL MANAGEMENT ——-. 
2 HOUSE SURGEONS required at the above aoe $ 
vacant 17th February, 1 post vacant 28th OR, 
ation or pre-registration posts. 6-monthly term in each 
case ; both posts recognised for the D.C.H. qualification. Salary 
according to national scale. 
me with testimonials, should be sent to the Hospital 
reta: 
KETTERING AND DISTRICT GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer). Recognised for 
F.R.C.S. The post becomes vacant on 8th April, 1957. It offers 
wide experience of all traumatic conditions including fractures 
and some orthopedic cases with charge of 30 Beds. 

Applications, accompanied by testimonials, to be sent to the 

roup Secretary, General Uo-pital, Rothweil- road, Kettering. 
LANCASTER MOOR HOSPITAL, Lancaster. (Regional 
MENTAL HOSPITAL.) Applications invited for post of SENIOR 
HOUSE OFFICER (resident). Board an residence for 
unmarried applicant available for which a charge of £150 p.a. 
is made. Hospital, which has 2700 Beds, serves North Lancashire, 
Westmorland, and parts of the West Riding of Yorkshire, and 
has an admission-rate of almost 800 of which 80 % are voluntary. 
All modern forms of treatment are carried out. Facilities 
afforded to attend D.P.M. Course. Salary according to national 
terms and conditions of service. 

Apply TER al Lae 
LANCASTE AL LANCASTER INFIRMARY. 
(240 Beds.) RESIDENT HOUSE OFFICER (surgical), pre- 
registration post. Successful applicant will work with Consultant 
Surgical Unit and attend Consultative ay Post vacant 
now ; tenable for 6 months. Recognised for F.R.C.S. 

Soppeeiem, with names of 2 referees, to "the Secretary (S), 

Lancaster Infirmary, Lancaster. 
LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
Anesthetics 
> Halifax Group (approximately 290 
Specialties). Resident. 
General Surgery 

Dewsbury, Batley and Mirfield Group (120 general surgical 
beds) may include some duties in the Casualty Department. 
Resident. 

Infectious Diseases 

Castle Hill Hospital, 
beds). Resident. 
Psychiatry 

Storthes Hall Hospital (2750 Beds). If desired, facilities for 
attendance at Leeds University will be provided if the successful 
candidate is studying for the D.P.M. 

Radioth erapy 

Regional Radium Institute, Bradford (50 Beds), preferably 
resident. Unit provides a complete Radiotherapy Service for 
approximately 1 million population. 

Applications, stating age, qualifications, and details of present 
and previous appointments and dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 14th February, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. Locum REGISTRAR in 
Venereal Diseases required for a period of approximately 6 
months from Ist March, 1957. 

Applications, stating age, qualifications, experience, and 3 
names for reference, to be sent to the Sub-Dean, The Sc a of 
Medicine, Leeds, 2, by not later than 16th February, 195 
LEEDS. THE UNITED LEEDS HOSPITALS. 
GENERAL INFIRMARY AT LEEDS. SENIOR HOUSE OFFIC En 
in E.N.T. Department required for a period of 6 months. Post 
vacant now. Terms and conditions of service for hospital 
medical staff apply. 

Applications, giving details of age, qualifications, posts held 

with dates, and 3 names for reference, should be sent to the 
Secretary of the Board, as soon as possible. 
LINCOLN. ST. GEORGE’S HOSPITAL. (204 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopedics) with outpatient clinic duties at 
the County Hospital, Lincoln, required. There are 42 ortho- 
peedic beds. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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LINCOLN. BRACEBRIDGE HEATH HOSPITAL. (For 
Mental Diseases, approximately 1300 Beds.) Applications are 
invited for the appointment of a Permanent or Locum Tenens 
JUNIOR HOSPITAL MEDICAL OFFICER (resident or non- 
resident ), Male or Female (married or single). Salary and terms 
of service as laid down by the Ministry of Health. There is 
residential accommodation for a single or married officer. There 
will be scope for learning the use of modern psychiatric methods 
in the wards. Previous psychiatric experience is not essential. 
The appointment is subject to the provisions of the National 
Health Service superannuation regulations. 

Applications, with the names of 2 referees, should be forwarded 
as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincoln. = 
LLANELLY HOSPITAL, Lianelly. Glantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited from regis- 
téred medical practitioners for the resident appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER in the Medical 
Unit of the above Hospital. 

Applications, stating age, experience and qualifications 

together with copies of 2 recent testimonials, should be sent to the 
Hospital Secretary. E. Jones, Group’ Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (197 be get RESIDENT HOUSE SURGEON (general 
surgery ). t. ognised for pre-registration and 
F.R.C.S. Post suestdes excellent experience. Good accomm 
tion available. 
__ Applications, with 2 recent testimonials, to Hospital Secretary. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months appointment. Post vacant February, 
1957. Salary at the rate of £425-£525 p.a. A deduction at the 
rate of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
CASUALTY OFFICER (Senior House Officer). 
for F.R.C.S. Salary £745 a year, less £150 a year for board and 
— . Post vacant February, 1957. 
: plications to the Administrative Officer at the Hospital. 
MAnonEeTEN REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. WITHINGTON 
HOSPITAL, MANCHESTER, 20. The Board invites applications for 
the post of REGISTRAR in Pathology, Group Laborato: 
Withington Hospital (1088 Beds). The Laboratory is Seseguiaed 
for the D.Path. examination, and facilities are available for 
training in all branches of clinical pathology. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be f forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, to arrive not 
later than 16th February, 1957. i 
MANCHESTER REGIONAL HOSPITAL BOARD. 
SALFORD HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited for post of RESIDENT REGISTRAR in Orthopedic 
Surgery in the above Group, main duties at Hope Hospital. 

Applications, together with names and addresses of 2 referees, 
to be sent to the Group Secretary, Salford Royal Hospital, 
Salford, 3, before 16th February, 1957. (a ee ee SoS ER 
MANCHESTER REGIONAL HOSPITAL BOARD. 
REGISTRAR for the Geriatric Department of the Bolton and 

District Group of hospitals. Vacant mid-February. 

Applications, stating age, nationality, qualifications, ex - 
ence, and the names of 2 referees, should be sent immediately 
Group Secretary, Bolton and District Hospital eames 
Committee, The Royal Infirmary, Bolton. we 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
REGISTRAR in Radiotherapy at the Christie Hospital and Holt 
Radium Institute, Manchester. Candidates must hold either the 
Diploma in Radiotherapy or an F.R.C.S. or M.R.C.P. If the 
latter they would be ag Vg Diploma in Radiotherapy 
Course commencing in April, 19 

Applications, with full ieteile. to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
MANCHESTER. SOUTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. THE DUCHESS OF f—.- HOSPITAL 
FOR BABIES AND WYTHENSHAWE HOSPITAIS. pplications are 
invited for the post of SENIOR HOUSE ornicEn, vacant 
Ist April, 1957, with possibility of prior Locum. Joint post of 
not less than 3 months and preferably 6 months at each Hospital 
recognised as training for the D.C.H. The Duchess of York 
Hospital is also attached to the Manchester University 
a of Child — 

pplications to the Group Secretary, Withington Hospital, 
sae ester, within 7 days of the appearance of this advertise- 
ment. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Appi 
cations are invited for the post of SENIOR HOUSE OFFIC 
(E.N.T.). This post is recognised by the Ro — College of 
Seamans of England as a Senior ones Officer (E.N.T.) post. 

Applications, stating age, qualifications, present post, experi- 
ence and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
of the appearance of this advertisement. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to a General Medical Unit, to commence on 
10th April, 1957. Whole-time, non-resident post, tenable for 6 
months, renewable for a second and possibly a third 6 months. 
Application form obtainable —_ the undersigned, to be 
returned by 20th February, 1957. . H. TaYLor, Secretary. 


51 

















THE LANCET] 


THE LANCET GENERAL ADVERTISER 





1957 


[FeEsB. 9, 





MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for 4 posts of HOUSE OFFICER in Gynecology. Applicants 


must have had previous hospital experience in medicine and 
surgery. The posts are recognised for the purpose of the 
M.R.C.O.G. examination. The appointments are for 6 months 
~— ist April, 1957* Salary in accordance with national 
scaie 


Application forms may be obtained from the undersigned and 
returned not later than 12th February, 1957. 
A. R. Wise, General Superintendent. 
Saint Mary’s Hospitals, W hitworth Park, Manchester, 13. 


MANCHESTER. UNITED ope na mg ah HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTE Applications are 
invited for the post of SENIOR HOUSE OF FICER in Obstetrics, 
vacant Ist April, 1957. Applicants must have had previous 
hospital experience in general medicine and surgery, and in 
obstetrics. The post is reeognised for the purposes of the 
M.R.C.O.G. examination. The duties involve clinical responsi- 
bility for mothers and babies and supervision of the work of 
pre-registration House Officers is also included. The appoint- 
ment is for 12 months. National scale. 

Application forms may be obtained from the undersigned and 
returned not later than 18th February, 1957. 

A. R. Wise, General Puperintontes nt. 

Saint Mary’s Hospitals, W hitworth Park, Manchester, 13 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
REGISTRAR OBSTETRICIAN AND GYNACOLOGIST 
(whole-time), North West Durham Group of hospitals for 3 


months commencing 4th March, 1957. Single accommodation 
available. 
Applications, with names and addresses of 3 referees, to 


Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newe astle upon Tyne, 6, immediately. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR SURGEON (whole-time), Newcastle upon Tyne 
Group of hospitals, for Urology Unit (50 Beds), Newcastle General 
Hospital (783 Beds). Appointment suitable for Senior Registrar 
who has completed general surgical training and requires 1-2 
years in this specialty. Post available from Ist April, 1957, for 
1 year initially. Accommodation may be available. 
Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 7 days. 


NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT REGISTRAR (plastic surgery) required. Appoint- 
ment for lL year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
at the Department of Thoracic Surgery. Post vacant 24th 
March, 1957. Salary £745 p.a., less £150 p.a. for residential 
emoluments. The appointment will be for 1 year. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (surgical) which is now 
ba se The post is tenable for 6 months or a year by agree- 
men 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary, Nottingham ( ‘hildre n’s Hospital, Chestnut-grove, 
Nottingham. 

NOTTINGHAM. FIRS MATERNITY HOSPITAL. 
(40 Beds.) Required, RESIDENT SENIOR HOUSE OFFICER 
(obstetrics). Post vacant 22nd March, 1957. Recognised for 
D.Obst.R.C.0.G, Previous experience in obstetrics an advantage. 

Applications, with copies of 3 testimonials, to the Hospital 
Secretary, City Hospital, Hucknall-road, Nottingham. 
OSWESTRY. THE ROBERT JONES AND AGNES 
HUNT ORTHOPASDIC HOSPITAL. SENIOR SURGICAL HOUSE 
OFFICER (resident), required, to commence 4th March. 

Apply Secretary. 

OTLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
(172 Beds.) SENIOR HOUSE SURGEON (Senior House Officer 
grade) in General and Orthopedic Surgery (with secondary 
duties to other specialties) required to work under full Con- 
sultant staff who are members of the Teaching staff of Leeds 
University. Post recognised under F.R.C.S. regulations and 
vacant on Ist April. 

Applications, stating age, nationality 
names of 2 referees, to Group Secretary, 
Otley. 

OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in General Medicine to the Kettering Group of hospitals with 
duties mainly at Kettering General Hospital. The appointment 






and experience, with 
The General Hospital, 


will be for 1 year and eligible for extension to 2 years. Single 
accommodation is available. 
Applications on forms obtainable from the Secretary, Regis- 


trar Committee, 43, Banbury-road, Oxford, must reach him by 
16th March. a das LTS eT ETS 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Anrsthetics to the Aylesbury Group of hosp. ‘als, vacant 
19th May. Recognised for F.F.A.R.C.S. and D.A. The appoint- 
ment will be for 1 year and eligible for extension to a second 
year. 

Applications on forms obtainable from the Secretary, Registrar 
Committee, 43, Banbury-road, Oxford, should reach him by 
16th February. 

ro 


ve 








PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointme nt, vacant 
on Ist March, 1957, of REGISTRAR in the Chest Services of 
the Group for duties at the Portsmouth Chest Clinic and tubercu- 
losis and non-tuberculosis beds at the Infectious Diseases 
Hospital and Saint Mary’s Hospital, Portsmouth, including 
experience with a major Thoracic Surgery Unit 

Forms of application may be obtained from the Group 
Secretary, Saint Mary’s Hospital, Milton, Portsmouth, which 
should be returned to him duly completed on or before 18th 
February, 1957. Candidates may visit the above Clinic and 
Hospital by arrangement with the Group Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

(1) Royal ee a Hospital 
(a) HOUSE SURGEON. 70 Beds. 
Vacant Ist March. 
Orthopaedic Department 

(b) HOUSE OFFICER (pre-registration post), vacant 27th 
February. 

(ce) Leones SENIOR HOUSE OFFICER for 3-4 months 
from 11th February. 
(2) St. Mary’ s Hospital (130 surgica’' beds) 

HOUSE SURGEON (pre-registration) vacant now. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. HURST. 

St. Mary’s Hospital, Milton-road, Portsmouth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road. SENIOR HOUSE OFFICER 
in Surgery, vacant immediately. Recognised for the F.R.C.S. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 3 referees, 
to be sent to the undersigned as soon as possible. 

F. HALL, Deputy Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospita] Group. 

, Nelson-gardens, Stoke, Plymouth. 
PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (316 Beds and large Outpatients Department. 
Committee’s base hospital serving population of 174,000. 
Recognised for D.Obst.R.C.O.G., F.R.C.S., D.C.H., F.F.A.R.C.S. 
D.A.) PONTYPRIDD AND RHONDDA HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (surgery). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Grovp Secretary, Courthouse-street, 
Pontypridd. = ats me < 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatients 
Department serving population of 174,000.) PONTYPRIDD AND 
RHONDDA HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (pathology). The appointment to be 
until 30th September in the first instance. Previous experience 
in pathology not essential. Emergency duties are shared with 
other residents. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required from 28th 
March, 1957, in the General Surgical Unit. Recognised for 

F.R.C.S. Ope n to either pre-registration applicants or to fully 
vied prectitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for 
candidates to obtain first-class tuition and experience. The 
Py omg appointed will be attached to a unit of approximately 
60 Beds. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. PES ge 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident or non-resident) 
required for duties in the Casualty ba partment. Available for 
Male or Female applicants. This is a large General Hospital 
with specialised departments dealing with all types of acute 
medical and surgical cases. The posts affords good opportunity 
for gaining tuition and experience. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 


Oldchurch Fo Sk Fo LE ae 
ROMFORD, ESS OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (neurosurgery) required 
immediately. Suitable for candidates seeki ; higher = modioal or 
surgical qualifications. Recognised for the F.R.C.S. (Eng.). 

Apply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment.) 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Old-church Hospital, 
Romford. ; is TATA ety Pee 
RICHMOND, SURREY. ROYAL HOSPITAL. (Acute 
General Hospital—121 Beds.) Applications are invited for the 

ost of RESIDENT SENIOR HOUSE OFFICER in Surgery. 
2ost vacant with effect from 10th March, 1957. 
Applications, with names of 2 referees, to Administrative 


Pre-registration post. 





Officer. 
READING. ROYAL BERKSHIRE HOSPITAL. (398 
Beds.) Applications are invited from registered and provisionally 


registered medical practitioners for the resident post of HOUSE 
PHYSICIAN in the 
1957, 
Write immediately, 
nationality, 
Secretary. 


Pediatric Department, vacant Ist March, 
and tenable for 6 months. : 
stating age, qualifications with dates, 


present post, with copy of 1 recent testimonial, to 
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READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER (Area Accident and 
Orthopedic Department), vacant immediately. Recognised 
for F.R.C.S. Duties: including work in area Casualty Depart- 
ment at Battle Hospital, Reading (300 Beds). Person appointed 
will work with Registrar and House Officers. 

Apply, stating nationality, present post and qualifications 

with dates, together with names of 2 referees, to Group Secretary, 
3, Craven-road, Reading. 
READING AREA DEPARTMENT OF MEDICINE. 
Applications are invited from registered and provisionally regis- 
tered medical practitioners for 2 posts as RESIDENT HOUSE 
PHYSICIAN, vacant Ist March, 1957, for a period of 6 months. 
Successful candidates will be required to carry out duties at the 
following Reading Hospitals: Royal Berkshire (398 Beds), 
Battle (374 Beds), and Prospect Park (104 Beds). 

Write before 19th February, stating age, qualifications with 
dates, nationality, present post, with copy of 2 recent testi- 
monials, to Secretary, Royal Berkshire Hospital, Reading. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time non- 
—, post of SURGICAL REGISTRAR to the Inverness 

ospitals. 

F urther particulars and application schedules can be obtained 
from the undersigned, with whom applications should be lodged 
by 23rd February, 1957. 

A. M. FRASER, M.D 


Secretary and Administrative Medical 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR at Gogarburn Mental 
Deficiency Hospital, Edinburgh. During the tenure of the post 
opportunities for interchange of duty and training at other 
centres in the Region may be available under arrangements 
made between the South-Eastern Regional Hospital Board and 
the University Department of Psychological Medicine. Appli- 
cants must hold a Diploma in Psychological Medicine or a 
higher qualification in medicine. The Hospital may be visited 
by arrangement with the Physician-Superintendent. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 3 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 2nd March. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. ARBROATH INFIRMARY. General Surgery. Applications 
are invited for the post of REGISTRAR in General Surgery 
at Arbroath Infirmary (105 Beds—40 general surgical). Modern 
house available to rent if required. Salary and conditions of 
service in accordance with national agreement. 

Further particulars and forms of application from the 
Secretary to the Board, 430, Blackness-road, Dundee, with 
bg applications must be lodged not later than 23rd February, 

957. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. PERTH AREA. Chest Medicine and Tuberculosis. Applica- 
tions are invited for a temporary appointment as REGISTRAR 
in Chest Medicine and Tuberculosis in the Perth Area based on 
Perth Royal Infirmary and Bridge of Earn Hospital. The 
appointment will be for a period of 12 months. Salary and 
conditions of service in accordance with national agreement. 

Further particulars and forms of application from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 23rd February, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments 
which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Radiotherapy based at the Western 

Infirmary, Glasgow. 

REGISTRAR in Pathology 

Glasgow. 
REGISTRAR in 
Port Glasgow. 

REGISTRAR in General and Orthopedic 

at Dumfries and Galloway Royal Infirmary. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western ottesional Hospital Board, 
64, West Regent-street, Glasgow, C.2, by 23rd February, 1957. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
AND SHEFFIELD REGIONAL HOSPITAL BOARD. SHEFFIELD CENTRE 
FOR THE INVESTIGATION AND TREATMENT OF RHEUMATIC DISEASES. 
Applications invited for the non-resident post of REGISTRAR 
or SENIOR HOUSE OFFICER to the above Centre. Grade 
according to qualifications and experience. Previous study of 
rheumatic diseases not necessary but an interest in research 
essential. 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees, should be sent at once to the Chief 
Administrative Officer, The United Sheffield Hospitals, West- 
street, Sheffield, 1. 


SHREWSBURY. 
THORNE HOSP IT AL. 
ist March, 195 57. 
for the F.R.C. 
Pre FE sang with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (262 Beds. Recognised for the F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL REGISTRAR required. Post vacant Ist April. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


Officer. 


based at the Victoria Infirmary, 


Surgery based at Broadstone Hospital, 


Surgery, based 


ROYAL SALOP INFIRMARY/COP- 
(500 Beds.) HOUSE SURGEON, vacant 
Pre-registration candidates eligible. Recognised 





SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (262 Beds. Recognised for training for F.R.C.8.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopeedics) required. Appointment for 1 year 
in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 18th February, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 


PITAL. (411 Beds.) Applications are invited for the post of 
OBSTETRIC AND GYNAZCOLOGICAL REGISTRAR (55 
Beds). M.R.C.O.G. preferred, Post now vacant. 


Forms of application can be obtained from the undersigned, 

and must be returned as soon as possible. 
A. V. OAKTON, Group Secretary, 
Worthing Group Hospital Management Committee. 

129, Brighton-road, Worthing, Sussex. 

SKIPTON GENERAL HOSPITAL, Skipton, Yorkshire, 
(64 Beds.) SENIOR HOUSE OFFICER (surgical) required, 
vacant now. Salary £745, less £150 if resident. Accommodation 
for single person available at Hospital. 

Applications, with full particulars as to age, nationality, 

qualifications, and experience, &c., and copies of testimonials, to 
be sent to Group Secretary, Hospital Management Committee 17, 
St. John’s Hospital, Keighley. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in the 
approved trainee establishment at the Orpington and Sevenoaks 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 23rd February, 
1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Psychiatry to fill a vacancy in 
the approved trainee establishment at Oakwood Hospital, 
Maidstone, Kent. Previous experience in general medicine is 
desirable. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 23rd February, 
1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time ORTHOPASDIC REGISTRAR with opportunity 
for general surgical work, in the Orpington and. Sevenoaks 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 23rd February. 
1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment at the Bromley, Kent, 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applic ations, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 23rd February, 
1957. 

SOUTHAMPTON GENERAL HOSPITAL. 
Locum HOUSE SURGEON (gynecology and 
required immediately for a period of 3 months. 

Applications, with cop'es of testimonials, 
Southampton Group Hospital Management 
Bullar-street, Southampton. : 
SouTnAseto ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) RESIDENT HOUSE SURGEON required 
ia Mg Pre-registration candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


(471 Beds.) 
obstetrics ) 


to Secretary, 
Committee, 


ME NT COMMITTEE. ECCLESTON HALL HOSPITAL (75 Beds), DELE 
LANE HOSPITAL, WHISTON (34 Beds). yee are invited 
for the post of SENIOR HOUSE OFFICER at the above 
hospitals. The person appointed will work under the supervision 
of the Consultant Chest Physician for the Group. The work 
comprises all types of tuberculosis and includes chest clinic work. 
Good residential accommodation for a single person, Male or 
Female, is available. The post may be non-resident, subject to 
residence within reasonable distance from the hospita 3 
Applications to be forwarded to N. RicHarpbs, Group Secretary. 
Whiston Hospital, Prescot. 
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ST. HELENS AND DISTRICT HOSPITAL MANAGE- 


MENT COMMITTEE. 8ST. HELENS HOSPITAL. (196 Beds.) Applica- 
tions are invited for the appointment of RESIDENT HOUSE 
SURGEO®, which becomes vacant from Ist March, 1957. The 


post is recognised for Pre-registration Service. 

Applications, stating age, date of qualification, and experience, 

and giving 2 names for reference, should be forwarded to— 
N. RIcHARDS, Group Secretary. 

Whiston Hospital, Prescot, Lanes. 

SOUTHEND GENERAL HOSPITAL. Applications are 
invited for appointment as SENIOR HOUSE OFFICER to 
the Orthopedic and Fracture Department. Post vacant 9th 
March, 1957. The Orthopedic and Fracture Department is the 
centre for reference of all cases from a large surrounding area, 
and the post offers excellent experience in all aspects of ortho- 
= and traumatic surgery under the supervision of and with 
nstructions from the Consultant-in-charge. Post recognised for 
the F.R.C.S Resident or non-resident. 

Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, should be sent to 
the undersigned by 14th February, 1957. 

J.C. 
SOUTHEND GENERAL HOSPITAL. 
REGISTRAR required for the period 
March, 1957, inclusive. 

Applications, stating age, qualifications and experience, should 

be sent to the undersigned as soon as possible. 
J.C. FIELD, 
STAFFORD. STAFFORDSHIRE GENERAL 
MARY. RESIDENT CASUALTY OFFICER (Junior 
Medical Officer status) required. Male or Female. 

Applications, stating age, previous experience and copies of 
2 recent testimonials, to the Group Secretary, Stafford Hospital 
Management Committee, 13, Foregate-street, Stafford. 
STOCKPORT INFIRMARY. (163 Beds.) Stockport and 
BUXTON HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE OFFICER (general surgery and 
ophthalmology), vacant 9th March, 1957. This post is approved 
we pre re istration purposes and recognised for the F.R.C.S. and 

».O.N 
Ageiie ations, 


FIELD, Secretary. 
Locum Surgical 
25th February-10th 


Secretary. 
INFIR- 
Hospital 


stating age, qualifications and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. 
STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER in Psychiatry. 
The main duties of the post will be at St. Thomas’s Hospital, 
Stockport, with some duties at Stepping Hill Hospital, 
Stockport, and other hospitals in the Group. 
Applications, stating age, experience and qualifications, 
together with the names of 2 referees, to be forwarded to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general omer) reauired. Pre-registration 


post. Hospital recognised for 

Detailed applications, with aa ‘testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 


CITY GENERAL HOSPITAL. 
and D.A.) STOKE- 


STOKE-ON-TRENT. 
(845 Beds. Recognised for F.F.A.R.C.S. 
ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER in Anesthetics. Post vacant Ist April, 1957. Previous 
anesthetic experience desirable, but not essential. The post 
offers experience in anrsthesia for all types of general surgery, 
thoracic and cardiac surgery, including an Obstetric Unit 
of 60 Beds. Staff includes a Senior Registrar who shares in 
emergency duties. 

Applications, with copy testimonials, to the Group Secretary, 
Stoke-on-Trent Hospital Management Committee, Princes- 
road, Stoke-on-Trent. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 
required. Pre-registration post. Hospital recognised for F.R.C.S. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
TAPLOW, near 
CROSS MEMORIAL HOSPITAL. 
Unit of Obstetrics and Gynecology, 
recognised for M.R.C.0.G. 

Applications, stating age, experience and qualifications with 
dates, with copies of 2 testimonials, to Secretary. 

TAUNTON AND SOMERSET HOSPITAL. Applications 


MAIDENHEAD. CANADIAN RED 
HOUSE SURGEON required for 
vacant 7th March. Post 


are invited for HOUSE OFFICER (general surgery). Post 
vacant Ist Mare h. 1957. Recognised for pre-registration candi- 
dates and F.R.C 

Applications, a iting age, nationality, and qualifications, 


together with the names of 2 referees, should be forwarded to 
the Group Secretary, Taunton Hospital Management Committee, 
Musgrove Park Hospital, Taunton, Somerset. 
TREDEGAR, MONMOUTHSHIRE GENERAL HOS- 
PITAL. (20 miles from Newport and 24 from teaching hospital 
at Cardiff ; 6 miles from Vale of Usk.) Applications are invited 
for post of HOUSE SURGEON. Preference given to pre- 
registration candidates. Surgical unit of 50 Beds and 6 ortho- 
peedic beds under daily supervision of Consultant Surgeon and 
visiting supervision of Orthopedic Surgeon. Busy Outpatient, 
Casualty and Radiological Departments. Married quarters. 
Apply to Group Sec retary, address as above by 20th February. 
WARWICK (near). KING EDWARD Vil MEMORIAL 
CHEST HOSPITAL. (228 Beds.) SENIOR HOUSE OFFICER 
resident desirable). Hospital is modern with Thoracic Surgical 
Init. 


Applications to Medical Superintendent. 








VIRGINIA WATER, SURREY. HOLLOWAY SANA- 
— (Psychiatric—700 Beds.) GROUP NO. 52 HOSPITAL 

NAGEMENT COMMITTEE. JUNIOR HOSPITAL MEDICAL 
OFFIC ER (whole-time appointment). Post offers experience 
in all modern treatment methods, and outpatient clinic work. 
Tenure of post 3 years. Whitley Council salary and conditions. 
Married accommodation can be provided. 

Form of application obtainable on request from the Group 

Secretary. 
WAKEFIELD. STANLEY ROYD HOSPITAL. Applica- 
tions invited for post of JUNIOR HOSPITAL MEDICAL 
OFFICER in Psychiatry. Salary scale £775-£50-£1075. Married 
accommodation may be available. 

Address written applications, giving full personal particulars, 
details of training, experience, &c., together with 2 names and 
addresses for reference, to W. BOWRING, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. : 
WARRINGTON GENERAL HOSPITAL. Beds.) 
Applications are invited for the post of RESIDENT ANA&S- 
THETIST (Male or Female). Graded as Senior House Officer. 
The Hospital is recognised for the D.A. examination. Salary is 
£745 p.a., less a deduction of £150 p.a. for residential emoluments. 

Applic ations, stating qualifications and experience, should be 
sent to— Henry L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. Applications are invited for the post of RESIDENT 
ANESTHETIST (Senior House Officer grade) to the Watford 
Hospitals. 

Applications, together with copies of not more than 2 recent 
testimonials, to the Administrator. 
WESTON-SUPER-MARE GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer grade) required 
for Oe above Hospital. The appointment is recognised for 
F.R.C.S. examinations. 

ya ot ny stating age, qualifications, and experience, 
together with the names and addresses of 2 referees, should be 
addressed to the Group Secretary, Weston-super-Mare Hospital 
Management Committee. x 
WEYMOUTH AND DISTRICT HOSPITAL. (124 Beds). 
HOUSE SURGEON (Male or Female) required for resident post, 
vacant mid-February, tenable for 6 months. Recognised 
for F.R.C.S. examination, and approved for Pre-registration 
Service. 

Applications, stating age and qualifications, 
copy testimonials, to Group Secretary, West 








together with 
Dorset te 


Management Committee, Damers-road, Dorchester, Dorset, 
immediately. ' ; 
WHITEHAVEN HOSPITAL, Cumberland. (119 Beds, 


plus 31 Beds in Annexe.) HOUSE SURGEON, with orthopedic 
and casualty duties (recognised pre-registration, Senior House 
Officer grade if appropriate), vacant mid-March. Furnished 
married quarters available. 

Detailed applications with dates, and names of 2 referees, to 
Group Secretary, Workington Infirmary, ¢ ‘umberland. 
WIGAN AND LEIGH HOSPITAL MANAGEMENT 


COMMITTEE. E.N.T. REGISTRAR (resident or non-resident) 
with main duties at Royal Albert Edward Infirmary, Wigan. 
Recognised F.R.C.S. and D.L.O. Post vacant Ist March, 1957. 


Wigan Infirmary, Wigan. 


Applications to Secretary, ; ee 
WIGAN AND LEIGH GROUP OF HOSPITALS. Regis- 
TRAR in Chest Diseases to the above Group, vacant Ist April, 
1957. 2 busy chest oy and opportunity to gain experience 
in Thoracic Surgical Unit. 

Applications, with names of 2 referees, to Secretary, Knowsley 

House, Wigan. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE SURGEON (post recognised b 
Royal College of Surgeons) required for general —~ ae | wit 
some E.N.T. duties. Approved pre-registration post. Vacant 
27th February. 

Applications, with copies of 2 
Secretary. aa SESE 6 MPLS 2S CARN sre erg 
WINDSOR CHEST CLINIC. Registrar required. Good 
training in general medicine essential and special experience 
in chest diseases desirable. This Clinic, which may be visited 
by direct arrangement with Physician-in-charge, has 50 Beds 
attached, and is in close contact with Harefield and Pinewood 
Chest Hospitals. 

Application forms from, and returnable to, Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 
by 17th February. 

WINDSOR. KING EDWARD VI! HOSPITAL. Resident 
AN XSTHETIC rr RAR required. Post recognised for 


testimonials, to the Group 


D.A. and F.F.A 8. 

Application pes obtainable from, and returnable to 
Secretary, Windsor Hospital Management Committee, Alma- 
road, Windsor, by 24th February. 

WINDYGATES, FIFESHIRE. CAMERON 1.D. HOS- 
PITAI REGISTRAR required for the above Hospital, which 


consists of 100 infectious diseases beds and 32 chronic sick beds. 
Duties to commence immediately. 
Apply, with copies of 3 recent testimonials, to the Medical 
Supe rintendent, East Fife Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 
WREXHAM (near). TREVALYN MANOR MATERNITY 
HOSPITAL, ROSSETT, near WREXHAM. (47 Beds.) Applications are 
invited for the post of HOUSE SU RGEON at the above Hospital, 
to commence duties as soon as possible. The Hospital is recog- 
nised by Central Midwives Board as a Part II Midwifery 
Training School and deals with normal and abnormal midwifery. 
Applications, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
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WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of PASDIATRIC 
HOUSE PHYSICIAN at the above Hospital, to commence as 
soon as possible. The appointment is recognised for the D.C.H. 
and for pre-registration purposes. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
— ) HOUSE SURGEON (pre-registration post), vacant now. 

Applications, with copies of testimonials, to Secretary. 
WORCESTER ROYAL INFIRMARY. (213 Beds.) House 
SURGEON (pre-registration or otherwise) for Orthopedic 
De partment re quired immediately. Post recognised for 
F.R.C.S. examinations. 

Applications to Secretary. 

YORK. MATERNITY AND FULFORD HOSPITALS. 
SENIOR HOUSE OFFICER in Obstetrics and Gynecology. 
tequired Ist April, 1957. Recognised for M.R.C.O.G. 

Applications, stating age, qualifications, experience, nation- 

ality, and names of 2 referees, to the Group Secretary, York A 
and Tadcaster Hospital Management Committee, Bootham Park, 
York, immediately. 
NORTHERN [IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in Clinical Pathology at hospitals managed by the Belfast 
Hospital Management Committee. The terms and conditions 
will be in accordance with the application of the Spens report to 
Northern Ireland. 

Applications to be made on a form cbtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 23rd February, 1957. 

B.W.!I. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of 
REGISTRAR in the Department of Diagnostic Radiology, 
vacant April, 1957, at the above-named Teaching Hospital, 
which is in special relationship with the University of London. 
Preference will be given to candidates holding a Diploma in 
Diagnostic Radiology. The appointment will be for 1 year in 
the first instance, subject to renewal. Salary will be in the scale 
£900-£100-£1100 : £1200-£100-€1500 p.a., depending on 
experience and qualifications. Single accommodation and 
board are provided at a deduction from salary of £145 p.a., or 
if available, an unfurnished flat may be provided at 5% of 
salary. Return passage by sea will be paid for 1 person only. 

Further information may be obtained from the Hospital 

Manager and Secretary, University College Hospital, Mona P.O., 
Jamaica, B.W.1., to whom applications, stating age, nationality, 
qualifications and details of previous experience, together with 3 
recent testimonials or the names and addresses of 3 referees and 
including the date on which the candidate would be available, 
should be sent by the earliest possible date. 
CANADA. OTTAWA CIVIC HOSPITAL, Ottawa 
(general—800 Beds), invites applications to fill an appointment 
as RESIDENT in Medical Department. This is a senior appoint- 
ment for a man who proposes to write Fellowship examinations 
in Canada in the field of internal medicine and the appointment 
involves teaching of final year medical students and graduate 
interns. Salary $200 per month, plus room and board. 

Applications, stating age, ‘qualifications, experience, and 
names of 2 referees, should be forwarded to Superintendent, 
Ottawa Civic Hospital, Ottawa, Canada. L 
CANADA. REGINA GENERAL HOSPITAL, Regina, 
SASKATCHEWAN. Vacancies exist for appointments as RESI- 
DENT and ASSISTANT RESIDENT in Services of Pathology, 
Peediatrics and Obstetrics/Gynecology in 800-Bed General 
Hospital. All services very ac tive. Stipend of $175 per month 
for Assistant Resident ; $225 for Resident. Full maintenance 
provided. 

Apply Superintendent, 

Saskatchewan. 
NEW YORK. ALBANY HOSPITAL, Albany, New York, 
u.8.A. PSYCHIATRY RESIDENCIES available in 655-Bed 
University-teaching General Hospital with 60-Bed acuf* treat- 
ment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adults, shock therapies, and neurologic training 
Salary range $3000- $4000 annually. 

Address inquiries to Medical Director. 

U.S.A. ELMHURST GENERAL HOSPITAL, Eimhurst, 
NEW YORK, U.8.A. (960 Bed general municipal hospital, formerly 
New York City “pone ) ppencved by the Joint Commission 
on Accreditation of Hospitals. Also approved by the American 
College of Surgeons and American Medical Association for 
Interneship and Residency training Only graduates from 
approved university schools accepted. Several openings in 
Rotating and Straight INTERNESHIPS and a few first and 
second year RESIDENCIES are available for the term com- 
mencing Ist July, 1957. Stipend for Internes is $855 per year 
plus complete maintenance. 

Apply to Chairman of Interne and Resident Committee. 
U.S.A. ST. ELIZABETH HOSPITAL, Elizabeth, New 
JERSEY, U.S.A. Applications are invited for 12 months 
ROTATING INTERNSHIP ; July or January term. 

Write Administrator. 


Public Appointments 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 


The following appointment as Appointed Factory Doctor is 

vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, 8.W.1. Latest date for receipt 

District of applications 
KENNINGHALL 23RD FEBRUARY, 


Regina General Hospital, Regina, 








County 


NORFOLK 1957 





BECHUANALAND PROTECTORATE. Medical Officers 
with qualifications registrable in United Kingdom required for 
general medical, surgical and obstetrical duties. 2 years post- 
graduate experience and ability to do general surgery desirable 
but not essential. Appointment can be on 2 years probation 
to the pensionable establisment ; or on 36 months contract 
with gratuity (taxable) assessed at £25 (when salary is below 
£1000 a year) or £37 10s. (when salary is above £1000 a year) 
for each completed period of 3 months service. Salary £940- 
£1515 a year ; starting point determined by age and experience. 

Following non-pensionable allowances payable :— 

(a) Cost-of-living allowance of 12% of salary up to maximum 
of £132 a year for married officers and half this rate for single 
officers. 

(b) Special allowance of £60 a year for married officers and 
£30 for single officers. 

(c) Education allowance of £50 for each child (up to maximum 
of 3 children) provided for children’s education outside territory. 

Private practice permitted which varies from station to 
station. 

Quarters and heavy furniture provided at low rental. Free 
passages for Officer and wife and passage allowance for children. 
Local leave permitted and generous home leave granted after 
each tour of 24-30 months. Income-tax at local rates which 
are low. 

Application forms from Director of Recruitment, 
Office, London, S.W.1 (quoting No. BCD. 117/76/02). 
BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications are invited for the temporary 
appointment of 3 Whole-time MEDICAL OFFICERS in the 
Maternity and Child Welfare Department to take holiday duty 
during the summer months, commencing 8th April, 1957. 
The appointments are non-resident and the salary offered is 
at the rate of £20 2s. 9d. per week. Successful applicants 
expected to remain, if required, for a period of 6 months. 

Application forms obtainable from the Medical Officer of 

Health, Council House, Birmingham, 3. (¢ ‘ompleted forms to be 
returned to him, with copies of 3 testimonials, not later than 
25th February, 1957. 
BRITISH RAILWAYS. Eastern Region. Applications are 
invited from registered medical practitioners, under 35 years of 
age, for appointment as ASSISTANT MEDICAL OFFICER 
in the Eastern Region, British Railways. Candidates should 
have a good clinical background and an interest in Industrial 
Medicine. Salary on appointment £1325 p.a. and membership 
of the supe rannuation fund, subject to medical examination, 
obligatory. The successful applicant is likely to be located at 
Doncaster and will be required to travel throughout the Region 
for relief purposes. 

Applic ations, giving full particulars of age, qualifications and 
experience, and 2 references, should be sent to the Regional 
Medical Officer, Eastern Region, General Offices, nee 
Station, N.W.1, not later than 28th February, 1957 
CUMBERLAND COUNTY COUNCIL. Applications are 
invited for the appointment of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL OFFICER. 
Salary within the range £1050-£50-£1200-£55-£1475. Preference 
will be given to candidates holding a Diploma in Public Health. 

Forms of application obtainable from the County Medical 
Officer, 11, Portland-square, Carlisle. Closing date for applica- 
tions 28th February, 1957. 

G. N. C. Swirt, Clerk of the County Council. 

The Courts, Carlisle, Fe bruary, 1957. 

DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Vacancies for Anesthetists 

(1) ANXSSTHETIST (whole-time), 
Inclusive salary £2114. 

(2) ANAESTHETIST (part-time) 
tions Board. Basic salary £1300. 
attendance exceeding 24 hours a week. 

Essential qualifications include (a) a recognised Diploma in 
Anesthetics or equivalent and (b) 5 years specialisation in 
the practice of anesthetics, including experience in the 
administration of anesthetics for thoracic surgical cases. 

Application forms and particulars from the Secretary of the 

Commission, 45, Upper O’Connell-street, Dublin. Latest time 
for receiving completed application forms 5 22nd 
February, 1957. 
GLOUCESTERSHIRE COUNTY COUNCIL. Agotiestions 
are invited for the appointment of ASSISTANT COUNTY 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL 
OFFICER. Salary £1050 p.a.-€1475 p.a. Commencing salary 
will be determined on previous experience. Applicants must be 
registered medical practitioners and possession of a Diploma or 
Certificate in Public Health would be an advantage. Super- 
annuable post: medicai examination. Car driver and should 
possess a motor-car. 

Forms of application, with conditions, obtainable from County 
Medical Officer of Health, Berkeley House, Berkeley-street, 
Gloucester, to whom completed applications should be sent by 
23rd February, 1957. Canvassing disqualifies. 

Guy H. Davis, Clerk of the County Council. 


NATIONAL COAL BOARD. North-Eastern Division. 
Applications are invited for 2 posts of ASSISTANT AREA 
MEDICAL OFFICER in No. 4 (Carlton) Area and No. 8 (Castle- 
ford) Area. Candidates should preferably be aged about 30 years 
and have experience in the field of preventive and industrial 
medicine, and a knowledge of the Coal Mining Industry will be 
an advantage. The work will include making underground 
visits at collieries. Salary according to qualifications and 
experience will be within the range of £1100-£1600 p.a. Candi- 
dates with a fair amount of postgraduate experience will not 
be paid less than £1200. 

Detailed applications, giving the names of 2 referees, should 
be sent to the Staff Director, National Coal Board, Holmwood 
House, Ecclesall-road South, Sheffield, 11, by 16th February, 
1957. Mark envelopes “‘ Staff Vacancy.”’ 


Colonial 





Cork Sanatoria Board. 


Western Health Institu- 
Additional payment for 


P.M. On 
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STATE PUBLIC SERVICE, Queensland, Australia. 
Applications are invited from qualified medical practitioners 
for appointment as MEDICAL OFFICER, Tuberculosis Service, 
Chest Clinic, Toowoomba, with salary-range minimum £2717 p.a., 
maximum £2967 p.a., inclusive of present basic wage adjust- 
ments and subject to any further such adjustments. Salary 
in excess of the minimum may be paid according to qualifications 
and experience. Applicants must be registrable as medical 
practitioners in Queensland. Those possessing higher qualifica- 
tions may receive preference, but experience in diseases of the 
chest is essential for appointment. The appointee will act as 
Consultant Chest Physician to the Toowoomba Hospitals Board 
and will be responsible for investigation and treatment of 
cases of tuberculosis at the Toowoomba General Hospital. 
He will also be responsible for establishing and maintaining 
public health control of tuberculosis in his area, and Yr? initiation 
and furtherance of schemes of vaccination with B.C. vaccine. 
Further particulars may be obtained from the Age ae 
for Queensland, 409 and 410, Strand, London, W.C.2. 

Applications should contain particulars of full name, date 
and place of birth, marital status, children (if any) and any war 
service, and full details of qualifications and experience and 
should be accompanied by references or certified copies thereof. 
Applications should be forwarded by air-mail so as to reac h the 
Secretary, Public Service Commissioner's Department, Box 
488H, G.P.O., Brisbane, Australia, by 25th March, 1957. 
STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT. 
Appointment of ASSISTANT MEDICAL OFFICER OF 
HEALTH. Applications are invited from qualified medical 
practitioners (Women) for the post of Assistant Medical Officer 
on the Maternity and Child Welfare Services. Candidates should 
have experience in diseases of children and obstetrics. Oppor- 
tunity will be given for hospital contact with prdiatrics and 
obstetrics. The possession of a D.P.H. or D.C.H. will be consi- 
dered an additional qualification. The salary will be in accordance 
with the Whitley Council scale, commencing according to 
experience. The appointment will be subject to the provision 
of the National Health Services (Superannuation) Regulations, 
1947, and the successful candidate will be required to pass a 
medical examination. 

Forms of application may be obtained from the Medical Officer 
of Health. Public Health Department, Glebe-street, Stoke-on- 
Trent, and should be returned, accompanied by copies of not 
more than 3 recent testimonials, not later than Saturday, 16th 
February, 1957. Harry TaYuor, Town Clerk. 
WESTERN REGION OF NIGERIA. Male Medical 
OFFICER (Psychiatrist ) required in new mental hospital which 
will be expanded shortly to 200 Beds and also has extensive 
outpatient attendance. Patients are drawn from a large region 
containing diverse population with different tribal, cultural, 
religious backgrounds, and varying stages of social deve lopme nt. 
Candidates must possess medical qualifications registrable in the 
United Kingdom and the D.P.M. 

Appointment may be made 

(a) From the National Health Service, candidate retaining 
superannuation rights up to 6 years. Salary scale £1086—-£1950 
@ year, and gratuity (taxable) of 20°, of aggregate salary on 
completion of appointment, or 

(6) On short-term contract (2 tours each of 18-24 months 
duration). Salary scale £1290-£2286 a year, and gratuity 
(taxable) at rate of £37 10s. for each completed period of 3 
months service (including leave) payable on satisfactory 
completion of appointment. 

In addition, officer receives supplementary pay 
year, and staff pay of £100 a year. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible : generous home leave granted after each 
tour of 18-24 months. Free return passages for Officer, wife, and 
children (up to 3). 

Application forms from 
Office, London, 8.W.1 (quoting No. 


PROVINCE OF NOVA SCOTIA, 
} PATHOLOGIST 
} Applications are invited from qualified Pathologists for 
the position of Director of the Cape Breton Branch 
Laboratory. This is a recently constructed branch of the 
Province Laboratory and is situated in a 235-Bed general 
hospital in Sydney, Nova Scotia. Salary $10,000— $12,000 
p.a. 
Further 


of £120 a 


Director of Recruitment, Colonial 
BCD.117/410/029). 


CANADA 


information concerning 
conditions may be obtained from Dr. TAYLOR, 
62 University-avenue, Halifax, Nova Scotia, Canada, 
to whom applications, with names of 2 referees, should be 
submitted in duplicate. 


duties and living 
fe” 


U.S.A. 
MENTAL HOSPITAL PHYSICIANS.—These posi- 
tions involve the performance and supervision of medical 
care and administrative services for patients in a 2800-Bed 
mental hospital in the Shenandoah Valley of Virginia. 
Merit’ increases, vacation, and sick leave with pay, 
retirement benefits. 

STAFF PHYSICIAN.—2 years of psychiatric experi- 
ence, at least 1 of which must have been in a mental 
hospital ; licence to practise medicine in State or eligi- 
bility therefor ; starting salary $8784 per year. 

JUNIOR PHYSICIAN.—Graduate from a recognised 
medical college supplemented by 1 year of rotating intern- 
ship in an approved hospital ; licence to practise medicine 
in State or eligibility therefor ; starting salary $8400 
per year. 

Apply for the above 


positions to Superintendent, 
Western State Hospital, S.A. 


Staunton, Virginia, 








GOVERNMENT OF THE UNION OF BURMA 


Applications are invited from Specialists of the follow- 
ing categories to serve with the Defence Services of the 
Union of Burma, in civilian capacities. 


Type of in 
Specialists Qualifications 


Monthly rates 
of pay 


SURGEON —prefer- F.R.C.S. or M.S. .. K.2900 
ably NEURO-SUR- equivalent (if 
GEON Neuro-Surgeon 
with experience 
in Neuro-surgery) 
ORTHOP-EDIC SUR- .. F.R.C.S. Or M.CH. .. K.2900 
GEON (Ortho) (equi- 
valent) 
PHYSICIAN M.D. or M.R.C.P. .. K.2900 
(or equivalent) 
with experience 
in the Tropics 
OBSTETRICIAN AND .. F.R.C.S8. or... K.2900 
GYN X®COLOGIST M.R.C.O.G, (or 
equivalent) 
RADIOLOGIST . D.M.R.E. OF D.M.R.D. .. K.2200 
& T. oF F.F.R. 
equivalent 
AN ESTHETIST .. D.A. (R.C.8. & P.) .. K.2200 
or F.F.A. (R.C.S. 
& Pp.) or = equi- 
valent 
PHYSIOTHERAPIST oo MB. O.O.P.- OF «.. BSS 


D.PHYS.MED. or 
equivalent 
For details interested candidates may apply to the 
undersigned by designation. 
THEIN Han, Colonel, 
Military, Naval and Air Attache, 
Embassy of the Union of Burma, 
No. 76, Cadogan-square, London, 8.W.1. 


Hospital Services : Non-Medical Appointments 


SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited from Science Graduates for a 
post of NON-MEDICAL ASSISTANT BIOCHEMIST in the 
Board’s Regional ee Service at the Royal Northern 
Infirmary, Inverness. The post is in the basic grade, and the 
salary scale for candidates who have completed the probationary 
period is £650—£30(3 )}-£35(3)-4845 p.a 

Further particulars and application forms are obtainable 
from the undersigned, eae | whom applications should be lodged 
by 2nd March, 1957. A. FRASER, M.D., 
Secretary and Administrative Medical Officer. 
Office of the Northern Regional Hospital Board, 

Raigmore, _ Inve rness. 


Malaya. A Resident Medical Officer is required for a 
Tin Mining Company, near Kuantan, East Coast of Malaya 
in the State of Pahang. Monthly salary at rate of Str. $1500— 
$100— $1700 on initial 3-year engagement. If married, a monthly 
allowance of Str. $150 is paid. Passages, furnished accommoda- 
tion, home leave, pension scheme apply. Tropical, clinical and 
hygiene experience an advantage. 

Applications with full particulars to Box No. 639, C/ 4 CHARLES 
BARKER & Sons Ltp., Gateway House, London, E.€ 
Medical Officer—Assistant required by Mining  sauipany 
in Sierra Leone. Interesting and constructive work. Applicants 
should have wide general medical experience preferably with 
experience in tropical medicine and ability to do emergency 
surgery. Good hospital facilities, Commencing salary £2000 p.a., 
plus 5°, bonus plus for married man, £10 per month marriage 
allowance and £5 per month for each child under 18. Salary 
reviewed annually. Retirement under contributory pension 
scheme at age 55. Tours of duty approximately 15 months 
followed by liberal leave on full salary in U.K. Return passage 
vaid, free furnished quarters. Life Assurance and Dependents 
ncome Schemes.—Write, giving full particulars, stating age, 
marrie@ or single, to SIERRA LEONE DEVELOPMENT Co. LTD., 
Dept. ME2, City-Gate House, Finsbury-square, E.C.2. 
To Medical Societies, Hospital Committees, &c. A small 
Conference-room (20-30) is available in the centre of the London 
medical world, beautifully furnished with full service. Evenings 
only.—Apply : H. RICHARDS (MANAGEMENT) LTD., 30, New 
Cavendish-street, W.1 (Tel. : WELbeck 7561). 
“Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.i 
(MUSeum 5386-7). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 

SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 6329/0504). 














The Lancet. Vol. 11, 1942, to Vol. 1, 1954, complete. Pub- 
lishers bindings. Good condition. What offers ?— Address, 
No. 275 >», Tue LANCET Office, 7, Adam-street, Adelphi, London, 
w.c 


Cambridge Electrocardiograph—Portable— 
Complete with Goldberger switch and accessories. 
Andrew's Hos- 


For ‘Bale. 
battery model. 

Inquiries to the Medical Superintendent, St. 
pital, Northampton. 
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Prescribable on Form E.C.10 
from 1st February 1957 
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ADVANTAGES 


Superior therapeutic effect. 
Little or no sodium and water retention 


INDICATED ESPECIALLY 


‘ when Cortisone has failed or when electrolyte disturb- 
ance and water retention have occurred 


DOSAGE: One quarter that of cortisone. . 
e.g. in adults: initially 20 to 40 mg. daily 
maintenance 5 to 20 mg. daily 


Y/4 
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in children: _ initially } to 1 mg./kg. daily 
maintenance ¢ to ¢ mg./kg. daily 


Transfer to DeCortisyl! or PreCortisyl requires no 
special precautions, other than maintaining continuity 


of treatment in equivalent dosage. 


Scored tablets of 5 mg. ROU SE L 
Bottles of 30 and 100 
Basic N.H.S. Price 
t to chemist) 
6 and 120/- 
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The 


Panadol is not a further permutation of the 


an al g e sl Cc Rae formula, but a new 

substance—N-acetyl-p-aminophenol. It does not 

. cause constipation or gastric irritation, and may 

that 1S safely be given to all patients, even those with 

in peptic ulcer, or where there is sensitivity to 
differ ent other analgesics. 





Trade Mark 


NO ASPIRIN—no gastric irritation 

NO PHENACETIN — no methaemoglobinaemia 
NO CODEINE—no constipation 

Tablets, 0.5 g. N-acetyl-p-aminophenol, in 


cartons of 20, and bottles of 100 and 500 
Basic N.H.S. cost of 24 tablets : 1/1144. 


S98 Ae PRODUCTS LIMITED, Neville House, Kingston-on-Thames, Surrey 


Export enquiries to: WINTHROP PRODUCTS LTD. 
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